NRC
CLOSED PREDECISIONAL ENFORCEMENT CONFERENCE

ST. LUCIE NUCLEAR PLANT

DECEMBER 10, 1996

9704070243 970407
PDR FOIA

BINDER76-485 FDR



(2] OPENING
REMARKS



OPENING REMARKS AND INTRODUCTIONS
(S. Ebneter)
Good morning. | am Stew Ebneter. Regional Administrator for the Nuclear
Regulatory Commission’'s Region I1 Office. This morning we will conduct &
predecisional enforcement conference between the NRC and St. Lucie which 15
CLOSED to public observation.

The agenda for the predecisional enforcement conference is shown in the
viewgraph. Following my brief opening remarks. Mr. Brunc Uryc. the Director
of the Region 1] Enforcement Staff. will discuss the Agency's Enforcement
Policy. 1 will then provide introductory remarks concerning my perspective on
the events to be addressed today. Mr. Albeit Gibson, Director of the Division
of Reactor Safety. will then discuss tre apparent violations. You will then
be given an opportunity to respond ‘o the apparent violations. In this
regard. 1 wish to reiterate to you that the decision to hold this conference
does not mean that the NRC has determined that a violation has occurred or
that enforcement action will be taken. This conference is an important step

in arriving at that decision.
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Following each presentation, I plan to take about a 10-minute break so that
the NRC can briefly review what it has heard and determine if we have follow-

up questions. Lastly, I will provide concluding remarks.

At this point, | would like to have the NRC staff introduce themselves and
then ask you to introduce your participants.

[ INTRODUCTIONS]

Thank you.

Mr. Uryc will now discuss the Agency's Enforcement Policy.



NRC ENFORCEMENT POLICY

! will provide some background information on the enforcement process for
those who might not be familiar with the process. The NRC Enforcement Program
1s governed by the Commission's Enforcement Policy, (NUREG 1600). For those
who desire. we have copies of the Enforcement Policy available on the tatle
behind me.

Following an inspection. the inspector’'s findings are reviewed and if a
determination is made that the findings constitute an apparent violation, the
apparent violation 1s initially categorized into one of four severity levels
based on safety and regulatory significance. For cases where there is a
potential for escalated enforcement action. that 1s. where the severity level
of the apparent violation may be at a severity level I, II, or III. a
predecisional enforcement conference is normally held. Copies of the
inspection report for the issues to be discussed today are also provided on

the table.
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A predecisional enforcement conference i1s essentially the last step of the
inspection process before the staff makes an enforcement decision. The
purpose of a predecisional enforcement conference is not to negotiate ¢
sanction. Our purpose hare today 1s to obtain information that will assist us
in determining the appropriate enforcement action, such as: (1) a common
understanding of the facts, root causes and missed opportunities associated
with the violations, (2) a common understanding of corrective action taken or
planned. and (3) a common understanding of the significance of 1ssues and the

need for lasting comprehensive action.

At the predecisional enforcement conference stage of the process. we want to
be sure the 1icensee understands the significance of the 1ssues and is taking
effective corrective action. We are seeking information that may be relevant
to either mitigativi or escalation of any resulting sanction. as well as
determining the licensee s position on the findings in the inspection report .
which was provided in advance of the conference. We are interested in whether
the Ticensee 1s challenging the factual findiings in the report or the apparent
violations and 1f so, the basis for any such disagreement. Licensees are
encouraged to

provide any information they believe 15 relevant to an enforcement decision.

The appe- * violations discussed at the conference are subject to further
revie. - L@ NRC. They are subject to change prior to any resulting
enforcement action. It 15 important to note that the decision to conduct the
conference does not mean that NRC has determined that a violation has occurred

or that enforcement action will be taken. | should also note that statements
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or opinions made by NRC staff at the conference, or silence in response to &

licensee statement. should not be taken as an NRC position.

There are three primary enforcemenc sanctions available to the NRC arnd they
are Notices of Violation., civil penalties, and orders. Notices of Violation
and civil penalties are issued based on identified violations. Orders may be
issued for violations. or. in the absence of a violation, because of a

significant public health or safety issue.

Following this conference. the Regional Administrator in coordination with the
NRC Office of Enforcement and other Headquarter's offices will reach an

enforcement decision. This process normally takes four weeks to accomplish.

Finally, 1f the final enforcement action involves a proposed civil penalty or
an order, the NRC will 1ssue a press release 24 hours after the enforcement

action 1s 1ssued




SUMMARY OF THE ISSUES
(S. Ebneter)

This enforcement conference is to address apparent violations in three
functional areas. i.e.. security, emergency response organization and
engineering. Each of the apparent violations represents an issue with which
we have significant regulatory concern. For the security 1ssues. your Access
Control Program has resuited 1n a failure to prevent unauthorized individuals
from gaining access into the St. Lucie facility. Upon discovery of the
deficiencies, you failed to report the unauthorized access into the protected
area within one hour and log related events. As a consequence, one
unauthorized individual entered the protected area. and had the potential to
enter the vital areas. and five other unauthorized individuals could have had
access to both the protected and/or vital areas. It appears that human
resources and plant supervisors failure to follow procedures and notify
security when personnel were terminated largely contributed to the above

deficiencies.

With regard to your emergency preparedness organization. we are concerned that
the 1ssues under consideration represent a breakdown in management control of
the emergency preparedness program for the St. Lucie Plant. We are further
concerned that you missed opportunities to take corrective actions for many of
the findings from this inspection as these 1ssues were identified to you by

members of your staff during the past two years.

Regarding the engineering 1ssue. you installed a modification to the nuclear
instrumentation system that was not thoroughly reviewed by an 1ndependent

party. As a result, the modification resulted in cross-wiring of the system.
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Lack of independent review of modifications could lead to a loss of design
basis configuration. Further. you did not properly conduct an independent
verification of a new computer code used for core monitoring. Again,
independent verification is essential in assuring that the plant 1s configured

consistent with your license.

At this point I will turn over the discussions to Al Gibson who will discuss
each of these issues in detail. We will proceed with the security issue
first. complete it and then move on to the emergency preparedness i1ssue and

the engineering 1ssue.
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STATEMENT OF CONCERNS / APPARENT VIOLATIONS
(A. Gibson)

This is a predecisional enforcement conference to discuss three apparent
violations. The first issue 15 associated with the failure of your Access
Control Program to prevent unautho~ized individuals gaining access into the
St. Lucie facility. As a result of that failure, one unauthorized individual
did gain access to the protected area, and also had potential to enter vital
areas. Additionally. five other unauthorized individuals could have gained
access to both protected and vital areas. The apparent violations were
ident1fisd during an inspection performed between October 21 and 25. 1996.

In addition 10 the violations. we are concerned that corrective action for a
St. Lucie Ce dition Report. issued on August 19. 1996. which 1dentified access
control problems. did not identify the extent of the problem and prevent
further deficiencies from occurring. We are also concerned that your failure
to report the event in one hour 15 a repeat of a previous reportability
violation, which was identified in Inspection Report 96-16.

Our inspection findings are documented in Inspection Report 96-19 which was
transmitted to you on November 15, 1996. At this conference we are affording
you the opportunity to provide information relative to:
--- Any errors 1in the inspection report
--- The severity of the violations

- Any escalation or mitigation considerations

--- Any other application of the Enforcement Policy relevant to this
1ssue.



APPARENT VIOLATIONS PREDECISIONAL
VIOLATION A

10 CFR 73.55(7) requires that licensee s shall establish an access

authos 1zation system to 1imit unescorted access to vital areas during non-

::::gegcy conditions to individuals who require access in order to perform
r duties.

The licensee's Physical Security Plan (PSP). Revision 48, dated 2/23/96
states. "Only those individuals with 1dentified need for access and having
appropriate authorization, shall be granted unescorted Vital Area access.”

From July 28, 1996 to September 19 1996 an individual whose employment
terminated on July 28, 1996, had unescorted access to protected and vital
areas without appropriate authorization. In addition. on August 7: August 9.
and Aug?st 15, 1996, that individual entered the protected area and had access
to vital areas.

Also. five other individuals had unescorted access to the protected and vital
areas after they were terminated from the period of July 27 to September 19,
1996. without appropriate authorization. However, those individuals did not
access the protected or vital areas.

NOTE: The apparent violations discussed in this enforcement conference are
subject to further review and are subject to change prior to any
resulting enforcement decision.



APPARENT VIOLATIONS PREDECTSIONAL
VIOLATION B

10 CFR 73. Appendix G. states that an actual entry of an unauthorized person
into a protected area or vital area be reported within one hour of discovery.

10 CFR 73, Appendix G, states that any failure, degradation. or discovered
vulnerability in a safeguards system that could have allowed unauthorized or
undetected access to a ?rotected area or a vital area had compensatory
measures not been established. be recorded within 24 hours of discovery in the
safeguards event log.

On October 9, 1996. the licensee discovered that an individual had been
terminated on July 28, 1996, and had entered the protected area on five
different occasions, yet failed to make & report within the one hour
timeframe. In addition. on September 19, 1996, the licensee discovered three
individuals who had previously been terminated on July 27. July 28. and August
24, 1996 that had access to the protected area and failed to report that
discovery in the safeguards event 10g.

NOTE: The apparent violation discussed in this enforcement conference are
subject to further review and are subject to change prior to any
resulting enforcement decision.
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STATEMENT OF CONCERNS / APPARENT VIOLATIONS
(A. Gibson)

The second predecisional enforcement conference concerns three apparent
violations and a related apparent deviation in the area of emergency
preparedness. The three apparent violations involve (1) failure to adequately
maintain the capability for timely augmentation of your Emergency Response
Organization during off-hours. (2) failure to establish and maintain adequate
g;ocedures for the implementation of certain requirements contained in the
diological Emergency Plan, and (3) failure to adequately 1mplement muitiple
aspects of your training program for Emergency Response Organization
personne]. The apparent deviation involves the failure to relocate the
requirements formerly found in TS 6.8.1.d and 6.8.1.e to the Security Plan or
ﬁggrgency Plan, as applicable. 1n accordance with a written commitment to the

Qur inspection findings are documented in Inspection Report 96-18. which was
transmitted to you on November 26, 1996. At this conference we are affording
you the opportunity to provide information relative to:

--- Any errors in the inspection report

--- The severity of the violations

--- Any escalation or mitigation considerations

--- Any other application of the Enforcement Policy relevant to this
155u€.



APPARENT VIOLATION A PREDECISIONAL

10 CFR 50.54(3) requires that nuclear power plant licensees follow and
maintain in effect emergency plans which meet the planning standards of

10 CFR 50.47(b) and the requirements in quend1x £ to 10 CFR Part 50.

Section 2.4 of the licensee s Radiological Emergency Plan (REP). Revision 31,
states that activation of the Technical Support Center (TSC) and the
Operational Support Center (0SC) will be initiated by the Emergency
Coordinator in the event of an Alert, Site Area Emergency. or ral

Eme y. and that arrangements have been made to staff tne TSC and 0SC in a
timely manner. Also specified 1s that activation of the Emergency Operations
Facility (EOF) 1s required for a Site Area Emergen8¥ or General Emergency. and
that arrangements have been made to activate the EOF in a timely manner.

The REP requirements delineated above are implemented in part by Emergency
Plan Implementing Procedure (EPIP) 3100023E. "On-Site Emergency Organization
and Call Directory”. Revision 72. The instruction in Section 8.2 of that
procedure states that. upon tno declaration of an emergency classification,
“the Duty Call Supervisor wiil initiate staff au tation" us1n? the
"Emergency Recall System or Appendix A, Duty Call Supervisor Call Directory to
notify persons.. . "

From approximately July 22 tc October 3. 1996, arrangements were not available
to staff or activate the TSC. OSC. or EOF iri a timely manner because the
licensee did not have the capability to adequately implement either the
primary method (using the Emergency Recall System) or the backup method (using
the Duty Call Supervisor Call Directory) for notifying 1ts personnel during
off-hours to staff and activate the TSC. 0SC. and EOF.

NOTE: The apparent violations discussed in this enforcement conference are
subject to further review and are subject to change prior to any
resulting enforcement decision.




APPARENT VIOLATION B PREDECISIONAL

As of August 19, 1996, Technical Specification (TS) 6.8.1.e required that
written procedures be established, implemented, and maintained covering
Emergericy Plan implementation. (The subject TS was deleted with NRC approval
effective August 20, 1996, but these examples of inadequate EPIPs existed 1n
the sagg fo;m prior to August 20. 1996 as when identified during the
inspection.

Procedures covering Emergency Plan implementation were not adequately
established. impiemented. and maintained with respect to the following aspects
of the Emergency Plan:

a. recovery activities, as discussed conceptually in REP Section 5.4

b. description and delineation of the licensee s emergency response
organization (ERO) and the detailed means for notifying ERO members 1in
an emergency, as discussed generally in REP Section 2.2

C. relocation of the 0SC if required by radiological or other adverse
conditions during an emergency. as referenced in REP Section 2.4.4

NOTE: The apparent violations discussed in this enforcement conference are
subject to further review and are subject to change prior to any
resulting enforcement decision.



APPARENT VIOLATION C PREDECISIONAL

10 CFR 50.54(q) requires that nuclear power plant licensees follow and
maintain in effect emergency plans which meet the planning standards of
10 CFR 50.47(b) and the requirements in Appendix E to 10 CFR Part 50.

REP Section 7.2.1. "Objectives”. stated the following: "The primary objectives
of emergency response training are as follows: 1. Familiarize appropriate
individuals with Emergency Plan and related implementing procedures. 2.
Instruct individuals in their specific duties to ensure effective and
expeditious action during an emergency. 3. Periodically present significant
changes in the scope or content of the Emergency Plan. 4. Provide refresher
training to ensure that personnel are familiar with their duties and
responsibilities.” REP Section 7.2.2. "Training of On-Site Emergency Response
Organization [ERO] Personnel”, states. "The training program for members of
the on-site emergency response organization will include practical drills as
appropriate and participation in exercises, in which each individual
demonstrates an ability tc perform assigned emergency functions... For

employees with specific assignments or authorities g;_mgm?;:;_gj_gmg:ggn;x

*gnm:. initial training and annual retraining Rgograms will be provided.
raining must be current to be maintained on the site Emergency Team Roster.”

REP Section 7.3.2 states, "The Plant Training Manager will ensure that on-site

Emergency Response Organization personnel are informed of relevant changes in
the Emergency Plan and Emergency Plan Implementing Procedures [EPIPs]."

a. In 1994, the licensee failed to provide initial training or annual
retraining for 17 positions (approximately 92 individuais) identified as
part of the on-site response organization. In 1995, the licensee failed
to provide 1nitial training or annual retraining for 8 positions
(approximately 54 individuals) 1dentified as part of the on-site
response organization.

b The licensee s tralnwn? program failed to include initial training or
annual retraining on all procedures required to be implemented by ERO
personnel 1n several identified positions. Examples: EPIP 3100027E.
“Re-entry” - Emergency Coordinator, Radiation Team Leader. 0SC
Supervisor. Re-entry Team Supervisor, Re-entry Team Member, OSC Status
Board Keeper. and 0SC Dose Recorder. EPIP 3100026E. "Criteria for and
Conduct of Evacuation” - Emergency Coordinator, Assembly Area
Supervisor. and TSC Security Supervisor. EPIP 3100035E. "Off-site
Radiation Monitoring” - Radiation Team Leader and TSC Supervisor.

The Plant Training Manager failed to ensure that ERO personnel in
several 1dentified positions were informed of reievant changes 1n
procedures. Example: EPIP 3100026E. "Criteria for and Conduct of
Evacuations”

C For the calendar year 1995, the licensee failed to remove from the
emergency response organization two individuals who had not complieted
retraining as required. and whose qualifications had expired 1n 1994.
The lTicensee also failed to remove six individuals from the emergency
team roster effective October 6. 1996, who had not remained qualified to
f111 response team requirements as a result of allowing their respirator
qualifications to lapse.



APPARENT DEVIATION PREDECISIONAL

Amendment Nos. 147 and 86 to the operating licenses for Units 1 and 2,
respectively, were approved by the NRC on August 20, 1996, and consisted of
changes to the TS in response to the licensee s application dated August 16,
1995. Among numerous changes in these amendments were the deletion (for both
Units 1 and 2) of the previous TS 6.8.1.d and TS 6.8.1.e. which formerly
specified that "Written procedures shall be established. implemented and
maintained” to cover "Security Plan implementation” and "Emergency Plan
implementation”. respectively. In Attachment 2. "Safety Analysis”, to the
August 15, 1995 application. the licensee stated (in the introduction to the
section addressing modifications to TS 6.5.1.6.1,. 6.5.1.6.7. 6.8.1.d. and

6. 8.1.e) that the "selected Technical Specifications are being relocated to
the Emergency Plan or Security Plan as a?propriate. Relocating these
requirements to the appropriate plan will ensure the control of future changes
are under the requirements of 10 CFR 50.54. 10 CFR 73.55 and 10 CFR 73.56."
The NRC's referenced approval of the subject application stated that the
"1icensee proposes to reiocate these review requirements and their
implementing procedures to the St. Lucie Security and Emergency Plans..."

The licensee failed to relocate the requirements formerly found in TS 6.8.1.d
and 6.8.1.e to the Security Plan or Emergency Plan, as applicable. in
accordance with the commitment to the NRC contained in the licensee’s
application dated August 16. 1995.

NOTE: The apparent violations discussed in this enforcement conference are
subject to further review and are subject to change prior to any
resulting enforcement decision
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STATEMENT OF CONCERNS / APPARENT VIOLATIONS
(A. Gibson)

The third predecisional enforcement conference concerns apparent violations
regarding installation of a modification to your nuclear instrumentation
system. Upon reaching 1008 power your staff identified conditions
inconsistent with expected parameters. Further investigation revealed that
the modification was incorrectly designed such that electrical drawers which
process the nuclear instrumentation signals were cross-wired. We are
concerned about the failure of your design control process and about the
potential impact of this failure implies on other design products. We are
also concerned that the miswiring and calibration errors were not identified
earlier based upon questions raised by control room operators. With regard to
the third violation, we are concerned that a Condition Report was not written
when the marking discrepancy was discovered and about the potential 1mpact on
quality if Condition Reports have not been written as required for other
discrepant conditions.

Our inspection findings are documented in Inspection Report 96-22 which was
transmitted to you on November 26. 1996. At this conference we are affording
you the opportunity to provide information relative to:

--- Any errors in the inspection report

--- The severity of the violations

- Any escalation or mitigation considerations

--- Any other application of the Enforcement Policy relevant to this
155u€.




APPARENT VIOLATIONS PREDECISTONAL
VIOLATION A

10 CFR 50, Appendix B, Criterion 111, Design Control. requires. in part. that
measures be established to ensure that the desw?n basis is correctly
translated into drawings and that design control measures provide for
verifying the adequaC{ of the design by individuals other than those who
performed the original design.

FPL Topica) Quality Assurance Report, TQR 3.0. Revision 11. "Design Control.”
Section 3.2.4, "Design Verification, " stated, in part. "Design control
measures shall be established to independently verify design input.. .Design
verification shall be performed by technically qualified 1ndividuals or groups
other than those who performed the design.

En?mneer1 Quality Instructions (QI) 1.7, Design Input/Verification. dated
July 5, 1995, states. in part. that "Design verification 1s the process
whereby a competent individual. who has remained independent of the design
process. reviews the design inputs. ... and design output to verify design
adequacy. This independent review is provided to minimize the likelihood of
design errors in items that are important to nuclear safety.”

1) On July 30. 1996, it was discovered that a design change (PC/M 009-195)
to install new nuclear instrumentation system drawers did not receive an
independent design verification by a competent individual independent of
the design process. Lesign change PC/M 009-195 was completed by a lead
designer and @ lead engineer. This design chan?e was 1ndependently
verified by a second designer who had no special knowledge of the
design. The design was then approved by the lead engineer whom was not
independent of the design process.

2) On July 30, 1996, it was discovered that an independent design review
wes not conducted for the installation of a new core flux monitoring
computer code BEACON. During initial operation of BEACON 1t was found
that the code did not compensate for a core mid-plane offset created by
a previous core modification. The engineer who prepared the design was
not aware of the core mid-nlane offset and the lack of an independent
review of the new BEACON code did not provide the opportunity to
1dentify this omission

NOTE: The apparent violations discussed 1n this enforcement conference are
subject to further review and are subject to change prior to any
resulting enforcement decision



VIOLATION B PREDECISIONAL

Technical Specification 6.8, Procedures and Programs. paragraph 6.8.1
requires. in part. that written procedures recommended in Appendix A of
Reg?latorzdﬁu1de 1.33 revision 2. February 1978, shall be established and
implemented.

Engineering Quality Instruction (QI) 3.7. Computer Software Control. Revision
1. Section 5.4. requires that SQAl software shall be validated and verified
(V&V'ed) 1n accordance with Section 5.6 of QI 3.7. Section 5.6 states that
new software shall be V&V ed prior to use. The V&V process includes the use
of test cases to ensure the new software produces correct results. Item 4 of
Section 5.6 states that technical adequacy shall be determined by comparing
the test case to results from alternative methods such as functionally
equivalent and previously validated software.

During the Unit 1 Cycle 14 outage. BEACON core mon1tor1n? system was placed
into service on Unit 1 without any benchmarking against IMPAX, the on-line
core pertormance monitoring code BEACON was replacing. Instead. BEACON was
installed on Unit 2 and benchmarked against CECORE. the core monitoring system
installed on Unit 2. which did not require any modifications to accommodate
the core midplane offset.

NOTE: The apparent violations discussed in this enforcement conference are
subject to further review and are subject to change prior to any
resulting enforcement decision.



VIOLATION C PREDECISTONAL

Technical Specification 6.8. Procedures and Programs. paragraph 6.8.1.
requires 1n part that written procedures recommended in Appendix A of
Regulatory Guide 1.33 revision 2, February 1978, shall be established and
1mplemented.

Administrative Procedure No. 0006130, Condition Reports. Revision 4. dated
March 22. 1996. Par. 8.1.1.A states in part that "Any individual who becomes
aware of acgroblem or discrepant condition ... should initiate a CR. If doubt
exists. a form should be 1nitiated".

On July 30. 1996, Instrument and Control technicians installing Modification

PC/M 009-195 did not initiate a Condition Report when they became aware of a

discrepant condition when markings for electrical terminal connectors differed

from existing cable markings. The failure to resolve the discrepant condition

g:su]ted in incorrectly installing two excore nuclear instrumentation system
tectors.

NOTE: The apparent violations discussed in this enforcement conference are
subject to further review and are subject to change prior to any
resulting enforcement decision.



ENFORCEMENT ACTION
WORKSHEET

ST. LUCIE UNAUTHORIZED ACCESS

PREPARED BY: Lori Stratton DATE: 10/30/96

NOTE: The Section Chief of the responsible Division is responsible for
preparation of this questionnaire and its distribution to attendees prior to
an enforcement Panel. The Section Chief shall alsc be responsible for

providing the meeting location and telephone bridge number to attendees via e-
mail [ENF.GRP. CFE. OEMAIL. JXL. JRG. SHL. LFD: appropriate RII DRP, DRS:
appropriate NRR. NMSS]. A Notice of Violation (without "boilerplate”) which
includes the recommended severity level for the violation is required. Copies
of applicable Technical Specifications or license conditions cited in the
Notice or other reference material needed to evaluate the proposed enforcement
action are required to be enclosed.

This Notice has been reviewed by the Branch Chief or Division Director and
each violation includes the appropriate level of specificity as to how and
when the requirement was violated.

Signature

l. Facility: St. Lucie
Unit(s): 1 and 2
Docket Nos: 50-335. 50-389
License Nos: DPR-67. NPF-16
Inspection Report No: 96-19
Inspection Dates: 10/21 - 10/25/98
Lead Inspector: L. Stratton

1. Brief Summary of Inspection Findings:

A 10 CFR 73.55(7) requires that licensee's shall establish an access
authorization system to 1imit unescorted access to vital areas
during non-emergency conditions to individuals who require access
in order to perform their duties.

The licensee's Physical Security Plan (PSP). Revision 48 dated
2/23/96 states. "Only those individuals with identified need for
access and having appropriate authorization, shall be granted
unescorted Vital Area access. "

Contrary to the above, from July 28. 1996 to September 19. 1996 an
individual whose employment terminated on July 28. 1996. had
unescorted access to protected and vital areas without appropriate
authorization. In addition. on August 7; August 9. and August 15.
19261 that 1ndividual entered the protected area and had access to
vital areas.

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, OF



ENFORCEMENT ACTION - & .
WORKSHEET 73

Also. t other individuals had unescorted access to the
protecfed and vital areas after they were terminated from the
period of July 27 to September 19, 1996, without appropriate
authorization. However, those individuals did not access the
protected or vital areas.

B. 10 CFR 73, Appendix G. states tnat an actual entry of an
unauthorized person into a protected area or vital area be
reported within one hour of discovery.

10 CFR 73, Appendix G. states that any failure, degradation, or
discovered vulnerability in a safeguards system that could have
allowed unauthorized or undetected access to a protected area or &
vital area had compensatory measures not been established, be
recorded within 24 hours of discovery in the safeguards event Tog.

Contrary to the above. on October 9. 1996, the licensee discovered
that an individual had been terminated on July 28, 1996. and had
entered the protected area on five different occasions, yet failed
to make a report within the one hour timeframe. In addition. on
September 19. 1996. the licensee discovered three individuals who
had previously been terminated on July 27. July 28. and August 24,
1996 that had access to the protected area and failed to report
that discovery in the safeguards event log.

- Analysis of Root Cause:
Violation A:

Responsible organizations failure to adhere to Administrative Procedure
(AP) 0010509, "Personnel and Material Control."” Revision 18, dated

9/30/96 and notify security when individuals were terminated. Also.

%nose organizations 1nadequate review of the 31 day vital area access
1sts.

Vioiation B:

Security's failure to impiement Security Procedure (SP) 0006125. "Report
of Safeguards Events. " Revision 10. dated 10/9/96.

3. Basis for Severity Level (Safety Significance): [Include example from
the supplements, aggregation. repetitiveness. willfulness, etc.)

Violation A: Supplement I1I. SL III

The NRC Enforcement Policy states as example. “A failure or inability to
control access through established systems or procedures. such that an
unauthorized individual (1.e.. not authorized unescorted access to the
protected area) could easily gain undetected access into a vital area
from outside the protected area."

PREDECISTONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, OF



ENFORCEMENT ACTION -3 -
WORKSHEET

Violation &: Supplement II1I. SL III

The NRC Enforcement Policy states in Section 7.10. "The severity level
assi to the licensee’s failure to submit a required. acceptable. and
timely report on a violation that occurred at the licensee's facility is
normally the same as would be assigned to the violation that should have
been reported. However. the severity level for submitting a late report
may be reduced, depending on the individual circumstances.

NOTE  This 1s a first repeat of this violation with respect to failure
to make a one hour report.

4, Identify Previous Escalated Action Within 2 Years or 2 Inspections?
[by EA#. Suppiement. and Identification date.]

95-180: PORVs Inoperable Due To Personnel Error. SL III

96-040; Dilution Event: SL III

96-249: Multiple Examples of Inadequate 50.59 Reviews: SL III
5. Identification Credit? [Enter Yes or No]: No

Consider following and discuss if applicable below:
0 Licensee-identified O Revealed through event 0 NRC-identified
O Mixed identification o Missed opportunities

Violation A:

Security immediately removed the individuals’ access when discovered.
However, The licensee missed an opportunity to evaluate their access
program on 8/19/96. when Condition Report (CR) 96-2041 was issued. This
CR 1dentified that an individual was presented a FPL severance package
and h1s access was still valid 12 days later. In addition. although
Security dic remove the individuals’ access authorization. they missed
an opportunity to validate that those individuals did not use their
unauthorized access from the date of their respective terminations.

Violation B:

Several missed opportunities with respect to reportability occurred &t
St. Lucie. (@) The security access coordinator on September 19 failed
to notify any other personnel when he discovered three individuals had
unauthorized access. Therefore. the event was not logged in the
safeguaras event log. (b) When the security access coordinator learned
on October 9 that one of the individuals he had earlier identified as
having unauthorized access actually entered the protected area. he did
notify his supervisor. However K the event was neither one hour reported
nor logged in the safeguard event log. (.) When the Security Manager
learned of the event of October 11. a det .*mination was made to put the
event 1n the safeguards event log rathe~ trian make a one hour report.
The event was eventually reported on October 16.

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0O APPROVAL OF DIRECTOR. OF



ENFORCEMENT ACTION i -
WORKSHEET

A possibility exists that if the individual did not apply for a position
at Turkey Point and had his processing for that position conducted by
the St. Lucie staff for convenience purposes. the problem would not have
been identified. (See attached chronology for more specific details).

Enter date Licensee was aware of issues requiring corrective action:
Violations A and B: September 19, 1996

6. Corrective Action Credit? [Enter Yes or Noj: No.
Brief summary of corrective actions:

Violation A:

- Security immediately removed the individuals’ unescorted access to
the protected and vital areas.

- FP&L inter-office correspondence dated October 25 to all ‘
responsible crganizations that by COB 10/30/96. an access review
and certification that all individuals listed on the attached
access lists are valid.

A comparison of a 1isting of 594 terminated individuals to the
security computer to verify that unescorted access was correct,
which was started October 17 and completed October 31. OQut of
those 594, three more individuals were identified. Two
individuals were identified for Turkey Point and one individual
was identified with unauthorized access to both facilities.

However, an inadequate assessment of CR 96-2041 which resulted in
no specific corrective action could have identified to the
l1censee a problem existed as early as 8/19/96. Also, again on
9/19/96, when the access coordinator discovered the three
individuals who had unauthorized access. Finally on October 9
when the licensee discovered an individual had entered the
protected area after termination, the licensee once again should
have 1dent1fied a problem existed with respect to terminations and
unescorted access. Not until the period of October 16. when the
event was called to the NRC to October 25. when CR 96-2496 was
generaged. did the licensee recognize a significant problem
existed.

Violation B:

The licensee did eventually determine a one hour report was
warranted.

No other corrective action had been initiated. The corrective
action generated by the violation cited in IR 96-16 was partially
complete when the events occurred and fully completed prior to the

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, OF



ENFORCEMENT ACTION -5
WORKSHEET

10.

11.

12.

13.

14,

finish of the inspection However K the corrective action for IR
96-16 was to change the procedure to include tampering events.
whereas the cause of these violations was adherence to the
procedure itself.
Candidate For Discretion? [See attached 1ist] [Enter Yes or Noj:
Indeterminate.

- The licensee's failure to report the event within one hour 1s &
repeat violation.

Is A Predecisional Enforcement Conference Necessary?
[Enter Yes or No]: Yes.

Why: To facilitate a better understanding of root cause and missed
opportunities.

If yes. should OF or OGC attend? [Enter Yes or Nol: Yes
Should conference be closed? [Enter Yes or No]l: No

Non-Routine Issues/Additional Information:
See attached chronology.
This Action is Consistent With the Following Action (or Enforcement

Guidance) Previously Issued: [EICS to provide] [If inconsistent,
1nclude: ]

Basis for Inconsistency With Previously Issued Actions (Guidance)

Regulatory Message: Encouragement of prompt identification and prompt
comprehensive corrective action.

Recommended Enforcement Action:

Severity Level 1] and Severity Level IV violation.

Th;s Case Meets the Criteria for a Delegated Case. [EICS - Enter Yes or
No

No

ah?uld This Action Be Sent to OE For Full Review? [EICS - Enter Yes or
0

NO
[f yes why:

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLL.
RELEASE W/0 APPROVAL OF DIRECTOR, OF



ENFORCEMENT ACTION -6 -
WORKSHEET

15. Regional Counsel Review [EICS] At the panel.
No Legal Objection Dated:

16. Exempt from Timeliness: [EICS] No.
Basis for Exemption:

Enforcement Coordinator:
DATE :

PREDECISTONAL m INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, OF



ENFORCEMENT ACTION -7 -
WORKSHEET

ISSUES TO CONSIDER FOR DISCRETION

o Problems categorized at Severity Level I or II.

D Case involves overexposure or rele; of radiological material in excess
of NRC requirements .

o Case 1nvolves particularly poor licensee performance.

() Case (may) involve willfulness. Information should be included to
address whether or not the region has had discussions with Ol regarding
the case, whether nr not the matter has been formally referred to 0I.
and whether or not OI intends to initiate an investigation. A
description, as applicable, of the facts and circumstances that address
the aspects of negligence. careiess disregard. willfulness, and/or
management involvement should also be included.

o Current violation is directly repetitive of an earlier violation.

D Excessive duration of a problem resulted in & substantial increase in
risk.
O Licensee made a conscious decision to be in noncompliance in order to

obtain an economic benefit.

o Cases involves the loss of a source. (Note whether the licensee self-
1dentified and reported the loss to the NRC.)

o Licensee s sustained performance has been particularly good.
0 Discretion should be exercised by escalating or mitigating to ensure
that the proposed civil penalty reflects the NRC's concern regarding the

violation at 1ssue and that 1t conveys the appropriate message to the
Ticensee. Explain.

PREDECISIONAL ENFORCEMENT INFORMATION - MOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, O



CHRONOLOGY
UNAUTHORIZED INDIVIDUAL
ENTERING THE PA AFTER TERMINATION

7/28/96 Employee terminated.
9/19/96 PSL Access Coordinator identifies employee terminated and removes

the individual 's access (along with 2 others). but fails to notify
Security.

10/7/96 TPN contacts PSL Access Coordinator to process this individual for

TPN access.

10/9/96 During the processing of this individual, the PSL Access

Coordinator notices that the employee’ s last badge use date is
after his termination date. Further review reveals the individual
had entered the PA on 5 occasions (3 different days). Upon
interview of the individual, the licensee learns he returned for
an interview on one occasion. However, on the other occasions,
came back to talk to other people in general. The Access
Coordinator notifies the security supervisor. who determines the
event as non-reportable.

10/11/96 The Security Manager learns of the situation and logs the event in

the licensee s SEL. CR 1s generated.

10/16/96 The licensee determines the event to be one hour reportable. C(Call

made to Re~*on Il (Stratton) and OPS Center.

PROBLEMS :

1

2.

Procedure does not provide a form/checklist for termination.

Procedure denotes responsibility to the individual. their supervisor,
and human resources to notify secu ity upon termination. All three
individuals failed to do so.

No training on the procedure Limited distribution of the procedure.
however, the procedute 15 available to anyone.

Access Coordinator’'s failure to notify security and recognize the
seriousness of the situation and failure to log the event in the
licensee 's SEL.

Security’s failure to one hour report the event after learning the
individual had entered the protected area. IR 96-16 (tampering event
report) also ident1fied a violation for failure to repcrt.

The licensee s missed an opportunity to investigate/correct the problem
when. oii 8/19/96. Ck 96-2041 1dentified an individual having access to
the site 12 days after termination. The corrective action did not



10.

11

identify the exient Of the access control problem.

If the individual had not processed in at PSL. the problem may not have
been identified, and the licensee would stil]l not know an unauthorized
individual had entered the PA.

Corporate QA had responsibility to ensure compliance with this
procedure. No evidence that was ever initiated.

This problem is FPL wide. PTN also has identified individuals who had
access after they were terminated. No other individuals who had access
after termination entered either site. Responsible organizations who
{g&led googot1fy Security included Engineering, MIS. Human Resources.

. an .

Numerous severance packages are being offered in conjunction with many
termnations at FPL.

Security’'s inadequate investigation of the event in that, the two people
1dentified by the individual s being visited on the days when the
individual accessed the sitc were interviewed. That's all that was done
as far as Security’'s investigation. Upon independent inspection. this
inspector learned that the two individuals spent approximately 2 hours
with the individual. 1.5 hours on 8/15 and 15 minutes on 8/7. According
to access records. the employee was in the protected area as follows:

8/7/96 12:02 - 12:45 (43 minutes)
8/7/96 12:99 - 14: 2o (30 minutes)
8/7/96 14:37 - 17:15 (2 hours 38 minutes)
8/9/96 10:07 - 13.37 (3 hours 30 minutes)

8/15/96 12:47 - 17:37 (4 hours 50 minutes)
Approximately 10 hours inside the protected area are unaccounted for.

Individual had PA and VA access Did not enter any VAs during the times
noted above.



ENFORCEMENT ACTION WORKSHEET

INADEQUATE DESIGN CUNTROL

PREPARED BY: John W. York DATE. October 28. 1996

NOTE: The Section Chief of the responsible Division 15 responsible for preparation of this EAW
and 1ts distribution to attendees prior to an Enforcement Panel The Section Chief shall also be
respensible for 1ding the meeting location and telephone bri number to attendees via e-
mat] [ENF.GRP, CFE, OEMAIL. JXL. JRG. SHL. LFD: appropriate KRII . DRS: appropriate NRR, NMSS]
A Notice of Violation (without "boilerplate”) which includes the recommended severity level for
the violation 15 required. Copies of applicable Technical Specifications or 1icense conditions
cited in the Notice or other reference material needed to evaluate the proposed enforcement
action are required to be enclosed.

This Notice has heen reviewed by the Branch Chief or Division Director and
each violation includes the appropriate level of specificity as to how and
when the requirement was violated.

Signature

Facility: St. Lucie

Unit(s): 1 and 2

Docket Nos: 50-335, 389

License Nos: DPR-67, NPF-16

Inspection Report No: 96-17

Inspection Dates: 10/7-11, and 10/15-18, 1996
Lead Inspector: John York

1. Brief Summary of Inspection Findings: [Always inciude 8 short statement of the
regulatory concern/violation Reference and attach draft NOV. Then either summarize the
inspection findings 1n this section or reference and attach sections of the inspection
repert [Inspectors are encouraged to utiiize the Noncompliance Information Checklist
oronoecli in %nclosure 4 to ensJyre that the information gathered to support the violation
15 complete

The licensee replaced some safety related nuclear instrumentation
drawers during the Unit 1 Outage. The drawers were wired backwards
because of incorrect drawings. Part of the root cause identified the
lack of a proper independent verification as a potential cause. This is
a violation of 10 CFR 50 Appendix B Criterion III. In examining the
safety aspects of this event. one additional example of inadequate
design verification was 1dentified for BEACON on line core performance
monitoring system.

In addition to the wiring problem for the drawers, the maintenance group
connected the field cables for an NI backwards because the ings on
the connecturs were different than on the previous detectors. An NOV
was writien for failure to write a Condition Report (discrepai s report)
and resoive this problem prior to installation of the detector.

See attached IR feeder and proposed NOV for details.

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE



ENPORCEMENT ACTION - 2 -
WORKBHERT

2. Analysis of Root Cause:

Lack of control and procedural adherence in the licensee's program for
preparing and implementing Plant Change/Modifications (PC/Ms).

3. Basis for Severity Level (Safety Significance): (Inciude example from the
supplements. aggiregation. repetitiveness. willfulness etc.]

Aggregation of examples and application of Supplement I. C.7. a
breakdown in the control of licensed activities involving two violations
that are related that collectively represent a potentially significant
lack of attention toward licensed activities.

The safety significance of reversing the detector inputs to the NIS
drawers substantia]I{ reduced the safety margin between the TM/LP trip
setpoint and the analysis limit even considering the increased TM/LP
margin to the trip setpoint due to actual core operating conditions.

4, Identify Previous Escalated Acticn Within 2 Years or 2 Inspections?
[by EA#. Supplement. and Identification date. )

EA 96-249 - Inadequate 50.59 did not identify USQ, 7/12/96
EA 96-040 - Boron Overdilution Event, Supplement 1. 1/22/96
EA 95-180 - Inoperable PORVs due to Inadequate PMT, Supplement 1., 8/4/95

5. Identification Credit? No

The miswired NI drawers were identified through an event (the failure to
have the system respond properly). 1. e. the analysis of the data by
Reactor Engineering discovered the miswiring of the NI drawers but the
error 1n the drawing should have been discovered in the design control
process .

The design error associated with BEACON was identified through routine
comparisons of actual plant data with predicted data. This error could
have been discovered in the design control process.

gvgg;ggate Licensee was aware of 1ssues requiring corrective action:

6. Corrective Action Credit? Yes
Brief summary of corrective actions:

In ;egggnse to the issue. the licensee adopted corrective actions which
nclu 39

L] For 1mmediate action the licensee prepared a change request for
the modification package and channels A.C. and D were reconnected
and testing was performed to verify proper NI response.

a A root cause/self assessment and training meeting for the
Engineering Department emphasizing importance of proper design

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE



ENPORCEMENT ACTION .3 -
verification and importance of questioning attitude. Tape was
produced of this meeting for future engineering training.

» Procedures (Engineering Quality Instructions) were revised to (1)
require all critical aspects be verified during the PC/M. (2)
emphasize that the same level of verification 1s required for
PC/Ms duplicated for the second unit. and (3) reinforce the
verification requirements for safety related drawings.

. Walkdowns will be conducted (linear NIs) to revise any design
documentation and tagging.

® ASI targets will be established for future trending of ASI during
power ascension.

« Require cross-disciplinary reviews of design 1nputs

® ngter documentation of assumptions in core design inputs and
codes

Explain application of corrective action credit:
Corrective action appears to be of appropriate scope.

7. Candidate For Discretion? NO
Explain basis for discretion consideration:
Since actual power conditions did not exceed trip setpoints, no
escalation 1s warranted. Several examples of licensee s declining
performance n engineering does not warrant mitigation.

8. Is A Predecisional Enforcement Conference Necessary? Yes
Why
To cetermine adequacy of licensee s proposed long-term corrective
actions regard1n$ backward looks at modifications performed prior to the
Unit 1 outage. This included discussians of other modifications that
may not have been independently verifiad.
[f yes. should OF or OGC attend? [Enter Yes or Nol:
Should conference be closed? [Enter Yes or Noj:

9. Non-Routine Issues/Additional Information:

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE



ENPORCEMENT ACTION -4 -
WORKSHEET

10.

11.

13.

14.

16.

This Action is Consistent With the Following Action (or Enforcement
Guidance) Previously Issued: [EICS to provide) [If inconsistent. include: )

Basis for Inconsistency With Previously Issued Actions (Guidance)

Regulatory Message:

Positive cont ol must be established and maintained over the design
process, with particular emphasis on properly performing independent
design verification.

Recommended Enforcement Action:

SL I

This Case Meets the Criteria for a Delegated Case. [EICS - Enter Yes or No)

Should This Action Be Sent to OE Fer Full Review? [(EICS - Enter Yes or No)
[f yes why:

Regional Counsel Review (£ICS to obtain]
No Legal Objection Dated:

Exempt from Timeliness: [£1CS)
Basis for Exemption:

Enforcement Coordinator:

DATE :

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OF



ENFORCEMENT ACTION WORKSHEET - ISSUES TO CONSIDER FOR DISCRETION

Problems categorized at Severity Level I or II.

Case involves overexposure or release of radiological material in excess
of NRC requirements.

Case involves particularly poor licensee performance.

Case (may) involve willfuiness. Information should be included to
address whether or not the region has had discussions with Ol regarding
the case, whether or not the matter has been formally referred to OI.
and whether or not 0l intends to initiate an investigation. A
description, as applicable, of the facts and circumstances that address
the aspects of negligence. careless disregard. willfulness, and/or
management involvement should also be included.

Current violation 1s directly repetitive of an earlier violation.

Exc:ss1ve duration of a problem resulted in a substantial increase in
risk.

Licensee made a conscious decision to be in noncompliance n order to
obtain an economic benefit.

Cases involves the loss of a source. (Note whether the licensee self-
identified and reported the loss to the NRC.)

Licensee's sustained performance has been particularly good.

Discretion should be exercised by escalating or mitigating to ensure
that the proposed civil penalty reflects the NRC's concern regarding the
violation at 1ssue and that 1t conveys the appropriate message to the
licensee. Explain

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE
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Enclosure 3

REFERENCE DOCUMENT CHECKLIST

NRC Inspection Report or other documentation of the case:
NRC Inspection Report Nos.:
Licensee reports:

Applicable Tech Specs along with bases:
Applicabie license conditions
Applicable licensee procedures or extracts

Copy of discrepent licensee documentation referred to in citations such
as NRC. inspection record. or test results

Extracts of pertinent FSAR or Updated F5AR sections for citations
involving 10 CFR 50.59 or systems operability

Referenced ORDERS or Confirmation of Action Letters
Current SALP report summary an. applicable report sections

Other miscellaneous documents (List):

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE



NI INSPECTION ST. LUCIE-October 7-18. 1996

On July 30. 1996, St. Lucie Unit 1 was operating &t approximately 100 %
power when reactor engineering was analysing the data taken during power
ascension and noted an anomaly in the results. The data indicated three
of the four excore linear detectors measured core power moving to the
top of the core during power ascension. This was an unexpected
phenomena and did not agree with the trend of the power moving to the
bottom of the core indicated by RPS Channel B Linear Range Detector.
Control Channel #9 Linear Range Detector. and the BEACON Core Power
Distribution Monitoring System. Evaluation of the data collected
indicated that RPS Channels A.C.and D could have reversed (rolled) leads
of the top and bottom chambers input to the RPS drawers.

The modification perfermed during the outage associated with this
problem was No. PC/M 009-195. ODuring the outage. the licensee replaced
the power range NI drawers for the Reactor Protection System (RPS) with
new Gamma Metrics drawers. This modification combined the linear power
range input to the RPS and the logarithmic wide range channel into a
single drawer, 1.e. reduced the number of drawers on Unit 1 from eight
to four. This modification increased the limits of the instruments
range and replaced aging equipment.

Engineering Verification-Root Cause

A design error was responsible for the reverse connection (rolled leads)
on four NI safety related drawers on Unit 1. The Controlled Wiring
Diagram (CWD). no. JPN-009-195-001/002 depicted the upper Uncompensated
fon Chamber (UIC) com.ected to the lower UIC input at the NI drawer.

The root cause noted tat the designer and the lead engineer interpreted
conflicting information. on the existing CWDs and made an assumption.

The 1ndependent verification may have caught this error had the process
been properly performed. The drawings were prepared by the lead
gesigner with input from the lead engineer. The drawings were then
checked b{ a second designer who had no special knowledge of the NI
aesign. This check was essentially a drafting check. The drawings were
then reviewed by the lead designer and then by the engineering
supervisor.

tngineering Quality Instructions (QI) 1.7, Design Input/Verification,
dated July 5. 1995, states 1n part that "Design verification is the
process whereby a competent individual. who has remained independent of
the design process. reviews the design inputs. ... and design output to
veri1fy design adequacy. This independent review 15 provided to minimize
the 11kg11hood of design errors in items that are important to nuclear
safety Contrary to this requirement the first reviewer could not be
considered as competent because he was not an engineer as required by

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OF
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0l 1.7 and the lead engineer as the third reviewer could not be
considered to have remained independent of this design project.

(. of the action items to prevent recur.ence was to check all the I&C

a » electrical PC/M to see if all the drawing approval signatures could
qualify as independent verifiers. The licensee found three out of eight
open modifications where this was a potential problem. two of these
modifications were electrical and one was I&C. This therefore 1s not an
isolated case. This failure to perform independent verification

according to procedure 15 identified as exampie one of violation 50-
335/96-17-XX. Failure to Control the Design Process According to the
Requirements of 10 CFR 50. Appendix B, Criterion III.

BEACON Core Power Distribution Monitoring System

The licensee had instalied BEACON during this refueling outage to
replace the older IMPAX code used for in-core flux monitoring. BEACON
provided several significant improvements over IMPAX one being real-time
flux profile monitoring. This improvement permitted reactor engineering
to 1dentify the NIS problem quickly and initiate prompt corrective
actions.

Durtn? power operations, reactor engineering used BEACON to obtain the
actual in-core flux profile. The actual in-core flux profile was then
used to ver1fy compliance with Technical Specifications and provide
calibration information for the excore NIS drawers. As part of these
routine surveillances. reactor engineering compares actual in-core flux
profile to the in-core flux profile predicted by the core design code.
Reactor engineering noted larger than normal errors between actual and
predicted in-core flux profile. Because BEACON used the same neutronics
engine as used in the core design code, reactor engineering could not
explain the error and notified the corporate core design engineers. As
part of the process to resolve these errors, it was discovered that a
simpl1fying assumption. used to overcome 1imitations of the IMPAX. was
not accounted for 1n the origiral design of BEACON. This simplifying
assumption was used because the licensee had changed the fuel design to
incorporate a longer end cap to prevent debris induced fuel failures.
This longer end cap raised the overall core height by 2.64" causing an
offset between detector midplane and actual core midplane. The IMPAX
code assumed detector midplane was along core midplane and could not
accommodate the 2.64" offset. Therefore. the licensee. after discussion
with the fuel vendor (Siemans). used this simplifying assumption to
essentially lower the core midplane by 2.64" so that final design output
would be referenced to detector midplane; not core midplane. However,
the en$1neer preparing the design input for BEACON was not aware of this
simplifying assumption consequently BEACON was referenced to core
midplane resulting in an increased error between the core design
predicted in-core flux profile and actual in-core flux profile.

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE
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The licensee s root cause evaluation identified lack of cross-discipline
review as the significant contributor to this design error. The
inspector concurred with the licensee s evaluation. Engineering Quality
Instructions (Q1) 1.7. Design Input/Veriiication, dated July 5. 1995,
states in part that “Design verification is the process whereby a
competent individuai, who has remained independent of the design
process. reviews the design inputs. ... and design output to verify

design adequacy. This independent review 15 provided to minimize the
1ikelihood of design errors in items that are important to nuclear
safety.” Contrary to this requirement. the design inputs were not
adequately reviewed by a competent individual in that the core midplane
offset was not identified as a design input for BEACON. This failure to
perform an adequate independent design review for the BEACON system 1s
1dentified as example two of violation 50-335/96-17-XX. Failure to
Control the Design Frocess According to the Requirements of 10 CFR 50,
Appendix B, Criterion III.

The safety significance of reversing the detector inputs to the NIS
drawers substant1a11{ reduced the safety margin between the TM/LP trip
setpoint and the analysis 1imit even considering the increased TM/LP
margin to the trip setpoint due to actual core operating conditions.
The safety impact of the failure to identify the core and detector
mdpliane offset on TM/LP or LPD safety 1imits was minimal.

CONNECTOR SWAPS AT DETECTOR 6-CHANNEL B

All four of the RPS Linear Range Detectors had the connectors reversed
as previously discussed but the B channel unlike the other three
channels was giving the correct data. At the same time that the drawers
were being replaced on Unmit 1. the detector for channel B (detector no.
6) was being replaced as @ maintenance activity. During connection of
the field cables. the connections were reversed for the upper and lower
detection chambers. thereby causing the B channel to record pruperly.

The root cause for the swap of the cables was that the new detector had
different labeling than the existing cahles. The existing cables were
labeled TOP SIG and BOT SIG. and the new detector had A and B. The
inspectors discussed this maintenance job with the J&C supervision who
had supervised the latter part of this maintenance project. Several
opportunities were presented to the maintenance personnel. one when the
detectors were checked out 1n the warehouse and a second time when this
condition was noted in the field.

Maintenance personnel should have resolved the labeling problem by
writing @ Condition Report (CR) and having a formal resolution.
Administrative Procedure No. 0006130, Condition Reports. rev. 4, dated
March 22. 1996, Par. 8.1.1 A states in part that "Any individual who
becomes aware of a problem or discrepant condition ... should initiate a

PROPOSED ENFORCEMENT ACTICN - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OF
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CR. If doubt exists. a CR form should be initiated”. This failure to
comply with the requirements of the administrative procedure 1S
identified as violation 50-335/96-17-YY, Failure to Initiate a Condition
Report for Labeling on Safety Related Decectors.

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE



Violation 1 with two examples.

10 CFR 50 Appendix B, 'Oualitg Assurance Criteria for Nuclear Power
Plants and Fuel Reprocessing Plants.” Criterion III requires. in part,
that ... design control measures shall provide for verifying or checking
the adequacy of design, such as the performance of design reviews...The
verifying or checking process shall be performed by individuals or
groups other than those who performed the original design. but who may
be from the same organization.

FPL Topical Quality Assurance Report. TOR 3.0. revision 11. "Design
Control.” Section 3.2.4. "Design Verification.® stated. in part. "Design
control measures shall be established to independently verify design
input. . .Design verification shall be performed by technically qualified
individuals or groups other than those who performed the design.

Engineering Quality Instructions 1.7 "Design Input/Verification.” rev.l.
dated July 5. 1995, states in part. "Design verification is the process
whereby a competent individual, who has remained independent of the
design process, reviews the design inputs. ... and design output to
verity design adequacy.

Contrary to the above:

1. Contrary to the above. on July 30. 1996, it was discovered that a
design change (PC/M 009-195) was completed without an independent
design verification by a competent individual. Design change PC/M
009-195 to 1nstall new Gamma Metrics Nuclear Instrumentation
drawers was completed by a lead designer and a lead engineer.
This design change was 1ndependently verified by a second designer
who had no special knowledge of the design. A engineering
supervisor approved the design. Neither the second designer or
engineering supervisor had remained independent of the design
process.

2 Contrary to the above. on July 30, 1996, 1t was discovered that an
independent design review was not conducted for the installation
of a new core flux monitoring computer code BEACON. During
initial operation of BEACON 1t was found that the code did not
compensate for a core mid-plane offset created by & prévious core
modification. The engineer who prepared the design was not aware
of the core mid-plane offset and the independent review of the new
BEACON code d not 1dentify this omission.

Violation 2

Technical Specification 6.8, Procedures and Programs, paragraph 6.8.1
requires in part that written procedures recommended in Appendix A of

Regulatory Guide 1.33 revision 2, February 1978, shall be established.
impliemented. . .

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE
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Administrative Procedure No. 0006130. Condition Reports. revision 4,
dated March 22. 1996, Paragraph 8.1.1.A states in part that "Any
individual who becomes aware of a problem or discrepant condition ...
should initiate a CR. If doubt exists. o CR form should be initiated”.

Contrary to the above. on July 30. 1996. Instrument and Control
technicians 1nstalling a plant design change (PC/M 009-15) did not
initiate a condition report when they became awere of a discrepant
condition concerning incorrectly marked cables. They continued to
install the modification and an error was made that resuited in cross-
wiring of the nuclear instrumentation system.

PROPOSED ENFORCEMENT ACTION - NOT FOR PUBLIC DISCLOSURE
WITHOUT THE APPROVAL OF THE DIRECTOR, OE



ENFORCEMENT ACTION
WORKSHEET
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BREAKDOWN IN MANAGEMENT CONTROL OF THE
ST. LUCIE EMERGENCY PREPAREDNESS PROGRAM

PREPARED BY: James L. Kren DATE: November 7, 1996
This Notice has been reviewed by the Branch Chief or Division Director and each

violation includes the appropriate level of specificity as to how and when the
requirement was violated.

ure

Facility: St. Lucie Plant

Units: 1 &2

Docket Nos.: 50-335, 50-389

License Nos.: DPR-67, NPF-16

Inspection Report No.: 96-18

Inspection Dates: October 7-18 and October 28-November 1, 1996
Lead Inspector: J. L. Kreh

1. Brief Summary of Inspection Findings:
iplation A

On the evening of October 3, 1996. the licensee conducted a test of its
automated system known as the FPL Emergency Recall System (informally
called "autodialer”) for notifying the emergency response organization
(ERD) 1n the event of an off-hour emergency requiring augmentation of the
on-shift crew for staffing and activation of emergency response facilities
(viz.. Technical Support Center [TSC). Operational Support Center [0SC].
and Emergency Operations Facility [EOF]). The autodialer did not operate.
and no ndividuals received notifications during the test. A failure
assessment by the licensee disciosed that the autodialer had been in an
ngperable configuration for a period which apparently began on July 22,
1996. In aadition. the inspection 1dentified the licensee's failure to
adequately maintain the manual backup system (a "cal) tree") for ERO call-
out over an indeterminate period (at least the last several years). These
concurrent deficiencies represent a failure (during the period July 22-
October 3. 1996 at minimum) to maintain the capability to execute the
provisions of the REP and 1ts implementing procedures in a timely manner
with respect to mobilization of the ERO during off-hours.

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, OF



ENFORCEMENT ACTION -2 -
WORKSHEET

Yiplation B

The licensee s trainin% program for ERO persornel has not been adequately
implemented since at least 1994, This violation includes failure to
provide opportunities for most personnel to participate in exercises
and/or drills, failure to provide annual retraining to certain designated
personne]l in 1994 and 1995, failure to provide any training for certain
ERO positions with respect to selected implementing procedures. and
failure to remove individuals from the ER0 roster when ther respirator
qualifications had lapsed.

2. Analysis of Root Cause:

The root cause of both violations is failure of licensee management to
(a) provide an appropriate level of oversi of the emergency
p redness program as required by the REP, and (b) ensure the
implementation of timely and effective corrective actions for 1dentified
findings and deficiencies in emergency preparedness.

3. Basis for Severity Level (Safety Significance):
E ' 10ns : Pr 1
Section C.3 of Supplement VIII presents as an example, “Violations
involving ... a breakdown in the control of licensed activities involving
a number of violations that are related ... that collectively represent a

potentially significant lack of attention or carelessness toward licensed
responsibilities.”

Section IV.A of the Enforcement Policy states that “a group of Severity
Level IV violations may be evaluated in the aggregate and assigned a
single. 1increased severity level, thereby resulting in a Severity
Level 111 problem. 1f the violations have the same underlying cause or
programmatic deficiencies. or the violations contributed to or were
unavoidable consequences of the underlying problem. "

4. Identify A1l Previous Escalated Actions Within 2 Years or 2 Inspections
» 95-180: PORVs Inoperable Due To Personnel Error; SL III
» 96-040: Dilution Event: SL III

» 96-249: Multiple Examples of Inadequate 50.59 Reviews: SL I11I

5. Identification Credit? Yes
viplation A
Date licensee was aware of 1ssues requiring corrective action:
Qg;gpggrg__lggﬁ_ This identification credit/date applies only to the
autodialer 1noperability portion of the violation. The problem with the
manudl call-out system was NRC/CI-identified.

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, O



ENFORCEMENT ACTION ¢ 3 -
WORKSHEET

Explain application of identified credit. who and how 1dentified and
consideration of missed opportunities:

The inoperability of the autodialer was identified by the licensee on
10/3/96, but could have been identified much earlier if periodic
functional tests (e.g.. weekly) had been performed. With appropriate
administrative controls in place (as had been recommended by an EP
Coordinator as early as April 1996), autodialer inoperability would have
almost certainly have been precluded. An autodialer problem (limited in
sco?e~-not a compiete system failure) also occurred during the NRC-
evaluated June 1993 exercise. but corrective action for that problem was
clearly not sufficiently comprehensive.

Viplation B

Date when the licensee was aware of issues requiring corrective action:
January 1996.

Explain application of identification credit, who and how identified and
consideration of missed opportunities:

Many of the identified failures in the licensees training program were
self-identified in a self-assessment that was performed in January 1996.
However, some of the i1dentified failures were not self-identi” -«d. but
should have been through existing licensee program controls.

6. Corrective Action Credit? NoO
viplation A

Administrative controls have been implemented for the autodialer under
Protective Services Department Guideline No. PSG-015. “"Maintenance and
Testing of the Emergency Recall System”. Revision (., dated 10/29/96. For
the manual call-out system. 1ndividuals required to maintain a copy of the
procedure were added to the controlled distribution iist. and a drill was
conducted on October 10. 1996 with reasonably successful results.

Application of corrective action credit: (1) No credit for autodialer
1ssue because 1dent1fied by licensee EP Coordinator 1n early 1996 and no
action taken; (2) Credit for correction of manual call-out problem after
1dentification to licensee on 10/7/96.

violation B

The licensee has 1nitiated action items to evaluate and determine
corrective actions for seif-identified 1ssues. The licensee 1s currently
compieting a mass training effort for all emergency response organization

positions necessitated by recent changes 1in responsibilities from
Corporate staff assianments to Plant staff assignments.

Application of corrective action credit: No credit because the licensee

has not yet fully cetermined or implemented programmatic changes to
resoive identified 1ssues.

PREDECISIOMAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
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ENFORCEMENT ACTION -4 -
WORKSHEET

Candidate For Discretion? No

Licensee s performance in emergency preparedness 1S now recognized to have
been pariicularly poor during the past several years.

8. Is A Predecisional Enforcement Conference Necessary? Yes

Why? To determine whether the subject violations represent a programmatic
breakdown in emergency preparedness.

If yes, should OE or OGC attend? Yes
Should conference be closed? No

9. Non-Routine Issues/Additional Information:

Failure to establish an Emergency Plan Implementing Procedure (EPIP), or
to have an adequate EPIP, with appropriate implementing details to address
certain aspects of the Radiological Emergency Plan as follows:

a.

the transfer of 0SC functions to an alternate location in the event
that evacuation of the primary 0SC is required (EPIP-3100032E. “On-
site Support Centers”, contains no implementing details for the
statement in Radiological Emergency Plan Section 2.4.4 that "In the
event that the 0SC becomes untenable, the Emergency Coordinator will
designate an alternzte location.”) {inadequate procedure}. and

recovery activities upon reaching a stable plant condition following
an emergency (Raciological Emergency Plan Section 5.4) (no
procedure) .

Prepar Progr

Inadequate program of drills to ensure availability of sufficient
ERO personnel and timeliness of ERF staffing

Management failure to ensure the implementation of timely corrective
actions for certain emergency preparedness deficiencies and
weaknesses. Examples are:

a. failure to address concerns regarding the audibility of the
Gaitronmics (or plant public-address system) formally
identified 1n late 1994 and still being tracked as an open
item by the licensee s corrective action system.

b. failure to provide adequate corrective action to address a
guestwonable capability for notification of the State of
lorida within 15 minutes of an emergency declaration
(ident1fied by an NRC inspection in February 1995), and

PREDECISIOMAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR. O



ENFORCEMENT ACTION « 8-
WORKSHEET

L. failure to 1implement timely- corrective actions for
deficiencies and recommendations identified by the critique of
the Hurricane Erin response in August 1995 (examples of
issues: identify hurricane-safe structures onsite and a plan
for positioning ?ersomel in those structures; designate an
onsite individual to monitor the hurricane path: establish
consistent staffing policies)

10. This Action is Consistent With the Following Action (or Enforcement
Guidance) Previously Issued:

Supplement VIII, Section C.3

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, O



ENFORCEMENT ACTION -6 -
WORKSHEET

11. Regulatory Message:
Management must provide strong and consistent oversight and support for
emergency preparedness activities in order to ensure a viable emergency
response capability at all times.

12. Recommended Enforcement Action:
Two SL IV violations evaluated in the aggregate as a SL III problem

13. Should This Action Be Sent to OE For Full Review? No

14. Exempt from Timeli.ess: No
Basis for Exemption: N/A

Enforcement Coordinator:
DATE :

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, OF



ENFORCEMENT ACTION -7 -
WORKSHEET
DRAFT _NOTICE OF VIOLATION
St. Lucie Plant
Inspection Report Nos. 50-335, 50-389/96-18

A 10 CFR 50.54(?) requires that nuclear power plant licensees follow and
maintain in effect emergency plans which meet the planning standards of
10 CFR 50.47(b) and the requirements in Appendix E to 10 CFR Part 50.

Section 2.4 of the Jlicensee's Radiological Emergency Plan (REP),
Revision 31, states that activation of the Technical Support Center (TSC)
and the Ogerational Support Center (0SC) will be initiated by the
Energencimoordinator in the event of an Alert. Sitc Area Emergency, or
General rgency. and that arrangements have been made to staff the TSC
and 0SC in a timely manner. Also specified is that activation of the
Emergency rations Facility (EOF) is required for a Site Area Emergency
or General rgency. and that arrangements have been made to activate the
EOF in a timely manner.

The REP requirements delineated above are implemented by procedure EPIP-
3100023E., "On-Site Emergency Organization and Call Directory”.
Revision 72. The instruction in Section 8.2 of that procedure states
that, upon the declaration of an emergency classification. “the Duty Call
Supervisor will initiate staff augmentation” using the "Emergency Recall

System or Appendix A, Duty Call Supervisor Call Directory to notify
persons..."

Contrary to the above. from approximately July 22 to October 3. 1996,
arrangements were not available to staff or activate the TSC. 0SC. or EOF
in & timely manner because the licensee did not have the capability to
implement either the primary method (using the Emergency Recall System) or
the backup method (using the Duty Call Supervisor Call Directory) for
not1fying 1ts personnel to report to the plant during off-hours to staff
and activate the TSC., 0SC, and EOF.

B 10 CFR 50.54(q) requires that nucliear power plant licensees follow and
maintain in effect emergency plans which meet the p]anm’n% standards of
10 CFR 50.47(b) and the requirements in Appendix E to 10 CFR Part 50.

REP Section 7.2.2. "Training of On-Site Emergency Response Organization
Personnel”, states. “The training program for members of the on-site
emergency response organization will 1nclude practical drills as
appropriate and participation 1n exercises. in which each individual
demonstrates an ability to perform assigned emergency functions.” The
licensee s Plan further states., "For employees with specific assignments
or authorities as members of emergency teams. initial training and annual
retraining programs will be provided. Training must be current to be
maintained on the site Emergency Team Roster. "

Contrary to the above, the licensee failed to provide a program which
included an opportunmity for each individual assigned to the on-site

gmﬂ‘gency response organization to participate 1n a drill or exercise, as
O110WS !

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR. OF



ENFORCEMENT ACTION - 8 -
WORKSHEET

1.

In 1994, the licensee failed to provide training for 17 positions
(approximately 92 individuals) identified as part of the on-site
response organization. In 1995, the licensee failed to provide
training for 8 positions (approximately 54 individuals) identified
as part of the on-site response organization.

The licensee's training program failed to include 1nitial, periodic
retraining, or information on revisions w.th respect to certain
procedures required to be 1implemented by several identified
positions. These procedures included EPIP 3100026t. Criteria for
Conduct of Evacuation; EPIP 3100027E. Re-entry: and EPIP 3100035E.
Offsite Radiological Monitoring.

For the calendar year 1995. the licensee failed to remove from the
emergency response organization 4 individuals who had not completed
retraining as required. and their training qualifications had expire
in 1994. The licensee failed to remove 6 individuals from the
emergency response organization effective October 6. 1996. who had
not remained qualified to fill response team requirements as a
result of allowing their respirator qualifications to lapse.

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, OF
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EP3:4

Technical Support Center (TSC)

The company maintains an on-site Technical Support Center to provide
the Control Room with in-depth diagnostic and engineering assistance
without auding to congestion within the Control Room. The TSC
interfaces with the EOF regarding those diagnostic and engineering
decisions. This assistance can help determine the operational decisions
that wouid be appropriate to best control and mitigate the consequences
of the emergency. The TSC is located adjacent to the Unit 1 Control
Rcom,

mmmesmmwﬂumwm
Emergency Coordinator in the event of an Alert, Site Arsa Emergency o
General Emergency. Amangements have been made to staff the TSC in
a timely manner.

ThoToehanupponCcmroonmpoMncommddm.

The Technical Support Center has an emergency communications
network similar to the Control Rooms. The TSC also has the NRC FTS
Emergency Telecommunications System. See sacuo ) 4.6 for a move
detailed description of the FTS system.

Operational Support Center (OSC)

The company maintains an on-site Operational Support Center (OSC) to
serve as an assembly point for auxiliary operators, health physics
technicians, maintenance personnei, and other plant personnel available
to support the emergency response. Required staff will be assigned to
appropriate activities b. e Emergency Coordinator or his/her designee.

Ejuipment that can be used by personnel dispatched from the OSC is
stored in the Service Building. Table 2-4 indicotes the types of material
and equipment stored there.

Activation of tt-> OSC will be initiated by the Emergency Coordinator.
The OSC will be activated and in operation for an Alert, Site Area

Emergency or General Emergency. Arrangements have been made to
staff the OSC in a timely manner.

The OSC is maintained in the second floor 1arge conference room in the

North Service Building. Telephone communications are maintained
between tr« OSC and the Technical Support Center.

2-3° St Lucie, Rev. 31



in the event that the OSC becomes unteriable, me Emergency
Coordinator will designate an altemate location.

Emergency Operations Facility (EOF)

The company maintains an Emergency Operations Facility from which
evaluation and coordinaticn of FPL activities reiated to an emergency
can be carried 0.t and from which FPL can provide information to

The Emergency Operations Facility is located at the intersection of State
Route 712 (Midway Road) and |-85 approximately 10 1/2 miles west of

the St. Lucie Plant. The EOF has sufficient space to accommodate the
Florida Power & Light Comnany response organization and designated
representatives of the federal, state, and local authorities. Altemate
temporary locations for the Emergency Operations Facility may be
designated by the Recovery Manager if ¢ ~atural disaster or other
(non-radiological) exiomal event significantty affects the operational

capability of the facility. I3

The Emergency Operations Facility has an emergency communications
network including but not limited to, Local Government Radio (LGR),
commercial telephone lines, Hot Ring Down (HRD) phone, NRC ENS,
NRC HPN, NRC counterpart links, ESATCOM, and various Florida
Power & Light Co. maintained radio systems. Essential, precaiculated
emergency data and pertinent reports and drawings are readily available.

Activation of the Emergency Operations Facility is the responsibility of

the Recovery Manager and is required for a Site Area Emergency or

General Emerger *; The RM should place the emergency response

staff on standby i me facility for an Alert. Arrangements have been

made to activate the EOF in a timely manner. /

Emergency News Center (ENC)

An Emergency News Center (ENC) is providad to allow the news
media access to information from the Ernergency Operations Facility.
The Emergency Information Manager will designate an individual to
supervise the ENC. The ENC is co-located with the EOF

(Midway Road/I-85 intersection).

2-34 St Luoie, Rev. 31



EP3:4

The primary objectives of emergency response training are as follows:

1. Famiiarize appropriate individuals with the Emergency Plan and
related implementing procecures.

2. Instruct incividuals in their specific duties to ensure effective and
expeditious action during an emergency.

3. Periodically present significant changes in the scope or content of
the Emergency Plan.

4. Provide refresher training to ensure that personnel are familiar with
their duties and responsibilities.

5. Provide the vanous emergency organization groups with the
requv' ed training that will ensure an integrated and prompt response
to an emergency situation.

Training of On-site Emergency Response Organization Personnel

Training programs have boen established for persornel working at the
plant site. The programs include initial indoctrinatior: and subsequent
retraining.

The training program for members of the on-site emergency respanse
organization will include practical drills, as appropriate and participation
in exercises, in which each individual demonstrates an ability to perform
assigned emergency functions.

The St. Lucie Plant Training Manager is responsible for the conduct and
documentation of initial training and annual retraining programs for
on-site FPL Emergency Response Organizatior: (ERQ) personnel.
Emergency teams will receive specific training as specified in the
following subsections. The Emergency Planning Coordinator is
responsible for the content and accuracy of the Emergency Planning
Training. Each new employee permanently assigned to work at the

St. Lucie Plarn shall be given initial orientation training. For employees
not assigned specific responsibility or authority under the Emergency
Plan or Procedures, such training shall, at a minimum, provide
information describing the action to be taken by an individua! discovering
an emergency condition, the location of assembly areas,

the identification of emergency alarms, and the action to be taken upon
hearing those alarms.

78 St Lucie, Rev. 31



72 2. Training of On-site Emergency Response Organization Personne
(comtinued)

For smployees with specific assignments or authorities s members of
initial training and annual retraining programs will be
provided. Training must be current to be maintained un the site

Emugmoy‘l’nmm The site Emergency Team Roster is updated
by the Plant Training Manager once each calendar month. Security
maintains training records for memoers of the Securty. /A3

The following provides a description of the training provided to personnel
filling the indicated positions.

1. Emergency Coordinator
a. Interpretation of plant and field data and how it relates to
emergencies and their classification (i.e. emergency action
level determinatior, per Chapter £).

b. Prompt and effective notification methods, including the types
of communication systems.

c. Method of activating the Fiorida Power & Light Company
Emergency Response Crganization (ERO).

d. The methods used for estimating radiation doses and
recommending off-site protective actions.

e. Emergency Plan familiarization

f. Emergency Plan Implementing Procedures (EPIPs)
familianzation

g. Coramunications and record-keeping methods

h. Accident assessment and corrective action (licensed operators
only).

EP3:4 79
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FLORIDA POWER & LIGHT COMPANY

ST. LUCIE PLANT g
E-PLAN IMPLEMENTING PROCEDURE NO. 3100023 :
REVISION72 . s ' Yot

b i
1.0 TITLE:

ON-SITE EMERGENCY ORGANIZATION AND CALL D!RECTORY
2.0 REVIEW AND APPROVAL:

Reviewed by Facility Review Group 7/25 1875
Approved by K. N. Haris Plant General Manage! 7/28 1875
Revision_72 Reviewed by F R G 9/12 1996

Approved by J. Scarola Plant General Manager 9/12 1996
THIS PROCEDURE HAS BEEN COMPLETELY REWRITTEN, PLEASE READ

ENTIRE PROCEDURE BEFORE PROCEEDING. /R72
3.0 SCOPE:
3.1 Purpose

This procedure provides instructions and phone numbers necessary to activate
the On-Site Emergency Organization (see Figure 1) for shift augmentation in
response to an emergency declaration. in the appendices are the names,
phone numbers and alternates for company emergency personnel, as well as
phone numbers of County, State ar.d Federal agencies.




8.2

8.3

8.4

8.5

: PLANT
E-PLAN IMPLEMENTING PROCEDURE NO. 3@0235. S 72

- \JI% A Al.

ummwmmwmr(EC).wmem
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to the emergency.
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hmordnnawﬁuﬁgms.suﬂwmcuﬁm. The
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positions of, Recovery Manager, TS PhysictSupﬂv"OI‘.TSC |
Supervisor, Emergency ' | Coorm TSC Chemustry
s:.porvilor{ OSC Supervisor and"TSC Security Supervisor.

Instructions for use of the Emergency Recall System are in the ANPS office in &f:"’
either Control Room. nmmm.mummmwmmp.vk N

mogs_mmmmmmwﬁ_g ;LSJ&
mgpoetodtimuofarr'walatm-phrnonﬂonnsimimtoﬁguma.

TtnRooovormegorsmudm"nimmacﬁontobomnbyEOF
Responders.

1. FornnAbn.EOFRupondcnshouldbonoﬂﬁodmdphudinnmwy
status or mobilized to respond to the EOF.

2 The EOF shall be activated in a Site Area Emergency and/or General
Emergency.

Persons filling the positions of TSC HP Superviscr and TSC Chemistry
Supervisor will notify the aprropriate number of individuals from their
respective departments in accordance with Figure 3 (See Appendix B, TSC
Health Physics Supervisor and TSC Chemistry Supervisor Call Directory).

The TSC Supervisor (alternate) shall call the necessary persons 10 establish
the minimum staff per Figure 3. He may call additional persons, as necessary
(See Appendix C, Technical Support Center Supervisor Call Directory).

The OSC Supervisor (alterate) shall call the necessary persons 10 establish
the minimum staff per Figure 3. He may call additionai persons. as necessary
(see Appendix D, Operational Support Center Supervisor Call Directory).
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September 19, 1896

Flonda Power and Light Company

ATTN. Mr. 7. F. Plunkett
Piasident - Nuclear Division

P. Q. Box 1200

Juno Beach, FL 33408-0420

SUBJECT  NRC SPECIAL INSPECTION REPORT 50-335/96-16 AND 50-389/86-16 AND
NOTICE OF VIOLATION

Dear Mr. Plunkett:

On August 23, 1996, the NRC completed a special inspection involving component tampenng
events at your St. Lucie reactor faciities. The enclosed report presents the results of that
inspection.

Overall, St. Lucie's response to the potentis! and actual tampering events between May and
August 1996 was satisfactory. Some respons= deficiencies were identified and are discussed
in the details of the report. Also, based on the i~sults of this inspection, certain of your
activities appeared to be in violation of NRC requi>ments, as specified in the enclosed
Notice of Violation (Notice).

In accordance with 10 CFR 2.790 of the NRC's "Rules o’ Practice," a copy of thic letter and
its enclosures will pe placed in the NRC Puic Doci:ment foom (PDR).

Sincerely,

ORIGINAL SIGNED B ALBERT F. GIBSON
Albert F. Gibson, Director
Division of Reactor Safety

Docket Nos.. 50-335, 50-388

License Mos DPR-67, NPF-19

Enclosures 1. Notice of Violation

2. Inspection Report 50-335/96-16
and 50-389/96-16

«c wiencls (See page 2)
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e wiencls:

J. A Stail

Site Vice President

St. Lucie Nuclear Plant

P O Box 128

Ft. Pierce, FL 348540128

H. N. Paduano, Manager
Licensing and Special Programs
Flonda Power and Light Company
P. O. Box 14000

Juno Beach, FL 33408-0420

.. Scarola

Plant General Manager

St. Lucie Nuclear Plant

P. O Box 128

Ft. Pierce, FL. 349854-0128

E. J. Weinkam

Plant Licensing Manager
St. Lucie Nuclear Plant

P O Box 128

Ft. Pierce, FL 34954-0218

J. R. Newman, Esq.
Morgan, Lewis & Bockius
1800 M Street, NW
Washington, D. C. 20036

John T Butler, Esq.

Steel, Hector and Davis

4000 Southeast Financial Center
Miami, FL 33131.2398

Bill Passett:

Office of Radiation Control

Department of Health and
Rehabiltative Services

1317 Winewood Boulevard

Tailahassee, FL 32399-0700

Jack Shreve, Public Counsel

Office of the Public Counse!

c/o The Flonda Legisiature

141 West Madison Avenue, Room 812
Tallahassee, FL. 32399-1400

Joe Myers, Director

Division of Emergency Preparedness
Department of Community Affairs
2740 Centerview Dnve

Tallahassee, FL 3239886-2100

Thomas R. L. Kindred
County Administrator
St. Lucie County
2300 Virginia Avenue
Ft. Pierce, FL 34982

Charles B. Brinkman

Washington Nuclear Operations

ABB Combustion Engineenng, Inc.
12300 Twinbrook Parkway, Suite 3300
Rockville, MD 20852
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J. A Stall

Site Vice President

St. Lucie Nuclear Plan*
P.O. Box 128

Ft. Pierce, FLL 34854-0128

H. N. Paduano, Manager
Licensing and Special Programs

Flonda Power and Light Comgany

P 0. Box 14000
Juno Beach, FL. 33408-0420

J. Scarola

Plant General Manager

St. Lucie Nuclear Plant

P O Box 128

Ft. Pierce, FL. 34954-0128

E J Weinkam

Plant Licensing Manager
St. Lucie Nuclear Plant

P O Box 128

Ft. Pierce, FL. 34954-0218

J. R. Newman, Esq.
Morgan, Lewis & Bockius
1800 M Street, NW
Washington, D. C. 20036

John T. Butler, Esq.

Steel, Hector and Davis

4000 Southeast Financial Center
Miami, FLL 33131-2388

Bill Passetti

Office of Radiation Control

Department of Health and
Rehabilitative Services

1317 Winewood Boulevard

Tallahassee, FL 32399-0700

Jack Shreve, Public Counsel

Office of the Public Counsel

¢/o The Flonda Legisiature

111 West Madison Avenue, Roomn 812
Tallahassee, FL 32398-1400

Joe Myers, Director

Division of Emergency Preparedness
Department of Community Affairs
2740 Centerview Drive

Tallahassee, FL 32399-2100

Thomas R. L. Kindred
County Administrator
St. Lucie County
2300 Virginia Avenue
Ft. Pierce, FL 34882

Charles B. Brinkman

Washington Nuclear Operations

ABB Combustion Engineering, inc.
12300 Twinbrook Parkway, Suite 3300
Rockville, MD 20852

Distribution w/enc|:
K. Landis, Rl

J. Nomis, NRR

B. R. Crowiey, RIl
G. A Halistrom, Rl
PUPLIC

NRC Resident Inspector

U.S. Nuclear Regulatory Comm.
7585 South Highway A1A
Jensen Beach, FL 34957-2010




NOTICE OF VIOLATION

Flonda Power and Light Company Docket Nos. 50-335, 50-38¢,
St. Lucie Nuclear Piant License Nos. DPR-67, NPF-* 3,

During an NRC inspection conducted on August 18-23, 1996, violations of NRC. requirements
were identified. In accordance with the "General Statement of Policy and Procedure for NRC
Enforcement Actions,” NUREG-1600, the violations are listed below.

A 10 CFR 73.71, Reporting of Safeguards Events, Appendix G, (a)(3) Reportable
Safeguards Events, requires the licensee to report to the NRC within one hour of
discovery, followed by a written report within 30 days, events which cause interrupticn
of normal operations through tampenng with controls including the security system.

The licensee's Security Procedure, SP-0006125, Reporting of Safeguards Events,
Revision 9, dated April 20, 1995, Paragraph 8.2 (I) defines one of those specific
mvents as being a "confirmed tampering of suspicious ongin with safety or security
equiprnent.”

Contrary to the above on July 28, 1996, the licensee failed to follow their procedure
and report the confirmed tampenng with security equipment (locks) within one hour to
the NRC.

This is @ Seventy Level IV violation (Supplement I11)

B Technical Specification 6.8.1.a requires that written procedures be established,
implemented, and maintained covering the activities recommended in Appendix A of
Regulatory Guide 1.33, Revision 2, February 1878 Appendix A, paragraph 1.c
includes administrative procedures for equipment control. Administrative Procedure
No. 2-0010123, "Administrative Control Of Valves, Locks And Switches,” Revision 73
implements this requirement with respect to administratively controlled keys.

Step 8.2.1 of this procedure states in part that cubicles containing critical controls in
remote locations shall be locked and the keys maintained under Administrative
Control

Contrary to the above, on August 19, 1996, keys used for the control of Power
Operated Relief Valves V1474 and V1475 located in the 2A and 2B electncal
penetration rooms respectively, were located in the unlocked cubicles which house the
switches

This is a Severity Level IV violation (Supplement |).

Pursuant to the provisions of 10 CFR 2.201, Fiorida Power and Light is hereby required to
submit a written statement or explanation to the (). S. Nuciear Regulatory Commussion, ATTN:
Document Control Desk, Washington, D.C. 20555 with a copy to the Regional Administrator,
Region Ii, and a copy to the NRC Resident inspector at the facility that is the subject of this
notice within 30 days of the date of the letter transmitting this Notice of Violation (Notice).
This reply should be clearly marked as a "Reply to a Notice of Violation" and should include

Enclosure 1



Notice of Violation 2

for each violation: /1) the reason for the violation, or, if contested, the bas!s for disputing the
violation, (2) the corrective steps that have beern taken and the results achieved, (3) the
comrective steps that will be taken to avoid further violations, and (4) the date when fuil
compliance will be achieved. Your response may reference or include previous docketed
corresponderice if the comespondence adey,: .tely addresses the required response. If an
adequate reply is not received within the time specifiad in this Notice, an order or Demand for
information may be issued as to why the license should not be modified, susperded, or
revoked, or why such other action as may be proper shouid not be taken. Where goor
cause is shown, consideration will be given to extending the response time.

Because your response will be placed in the NRC Public Document Room (PDR), to the
extent possible, it should not include any personal privacy, propnetary, or safeguards
information so that it can be placed in the PDR without redaction. If personal privacy or
proprietary information is necessary to provide an acceptable response, then please provide
a bracketed copy of your response that identifies the information that shculd be proterted
and a redacted copy of your response that deletes such information. If you request
withholding of such materiai, you must specifically identify the portions of your response that
you seex to have withheld and provide in detail the bases for your claim of withholding (e.g.,
explain why the disclosure of information will create an unwarmranted invasion of personal
pnvacy or provide the information required by 10 CFR 2.79C{c) to support a request for with-
holding confidential commercial or financial information). |If safeguards information is
necessary to provide an acceptable response, piease provide the lavel of protection
described in 10 CFR 73.21.

Securty or Safeguards Information should be submitted as an enclosure to facilitate
withholding it from public disclosure as required by 10 CFR 2.780(d) or 10 CFR 73.21.

Dated at Atlanta, Georgia
this 19th day of September 1996

Enclosure 1
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EXECUTIVE SUMMARY

St. Lucie Nuclear Plant, Uinits 1 & 2
NRC Inspection Report 50-335/v6-16, 50-388/96-16

A Chronological Sequence of Events was established by the inspection team. That listing is
contained in Enclosure 2, Attachment A to this report.

Overall, the licensee's response to the potential and actual tampenng events between May
and August 1996 was satisfactory. Some response deficiencies were identified and are
discussed in the details of the report. In addition, two violations of regulatory requirements
were identified for (1) failure to make a report to NRC under 10 CFR 73 conceming damaged
locks and (2) failure to follow procedure conceming control of keys to critical controls. An
unresolved item (URI) was identified concemning differences between the Updated Final
Safety Analysis Report (UFSAR) description of the Hot Shutdown Panel (HSDP) for Unit 1
and the instrumentation actually instailed. An inspector follow item (IF1) was identified for
follow up on final impiementation of interim actions to detect new tampenng in a more timely
manner.

In May and June 1996, the licensee identified two pressure relief valves which, when tested,
were found to have pressure setpoints 55 percent and 9 percent above their design values.
These valves were also found to have broken wire seals. The licensee's documented
technical evaluation identified, as possible root causes, tampenng or unauthorized work by
plant personnel. Licensee management subsequently determined the valve anomalies were
not due to tampenng.

Through discussions with the licensee and documentation review, the inspectors concluded
that the licensee's policy on the use of wire seals was inconsistent. There were no clear
instructions to apply wire seals and, as a result, a number of valves did not have seals
attached.

Based on independent review of the documented facts, observations of the installed vaive
configurations, and the effort required to access the vaive spring tension mechanisms, the
inspectors concluded that tampering, although it could not be conclusively ruled out, was not
likely to have occurred in either of these specific cases. A person knowledgeable enough
about relief valve operation to tamper with the valves could use an easier method to prevent
proper operation of the valve. The more likely cause for the misadjusted valve was poor
maintenance practices

The inspectors verified through documentation review that the two valves were either
replaced or repaired.

The inspectors verified through documentation review, that the V2325 setpoint was adjusted,
properly tested and the vaive reinstalied in the system.

The inspectors concluded that site management appropriately pursued identification of the
cause for relief valve V3483 having a high setpoint. In addition, because of the broken wire
valve seal, appropnate walkdowns were conducted to determine the extent of possible valve
tampering. Once the extant was established, management appropnately evaluated and
dispositioned the deficiencies.
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Since tampering with valves V2325 and V3483 could not be conclusively ruled oqt.
management's decision to alert Security of the tampering possibility was appropnate.
However, due to a communications lapse, site Security was not notified. The inspectors also
concluded that failure to follow through on alerting Site Security precluged actions to enhance
secunty force swareness to other possible tampenng events.

The inspectors determined that the event would not have been required to be reported to the
NRC. However, the Security Manager should have been informed of the event because
Security Procedure, Reporting of Safeguards Events, SP-0006125, Paragraph 5.2 states that
“the plant security supervisor is responsible for making report ability determination under 10
CFR Part 73.71."

On July 26, 19986, eleven examples of actual padiock and door lock tampernng were
identified Nine padiocks and two door locks were found to have been intentionally damaged
by having foreign matenial injected into the lock cores. These locks controlled personnel
access to vanous pieces of plant equipment.

The damaged iocks were repaired anc verified operational.

Although the licensee's response to the damaged locks was compleied in a timely manner,
the extent of condition evaluation did not identify keylock switches as other locking devices
that needed to be checked for damage.

Management's response to the July event was not thorough in that keylock switches were not
checked for damage until August.

Identification of tampering of components within the vitai area of the plant demonstrated that
additional tampening could likely accur. Therefore, the licensee should have considered
additional measures to detect new tampering of equipment at the site in addition to alerting
the Secunty force

The Corporate investigative staff adequately reviewed the event.

The licensee failed to follow their procedure and report the confirmed tampenng with the
secunty equipment (locks) to NRC within one hour. This is a violation of regulatory
requirements

On August 14, 1896, three additional examples of actual lock tapering were identified. The
lock mechanisms of the two keylock switches on the Unit 2 HSDP and the keylock switch on

the Unit 1 HSDP were found to be intentionally damaged by having foreign matenal injected

into tne lock cores. These were the only keyluck switches on the panels.

The inoperable Unit 1 power operated relief valve (PORV) control switch and the Unit 2 "A"
and "8" channel safety injection actuation system (SIAS) bypass switches were replaced and
operability was adequately verified.

Following extensive reviews done by the licensee and independent verifications by NRC, the
inspectors concluded there was no evidence of additional tampenng.
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The inspectors identified that keys to operations equipment were not properly maintained in
accordance with procedural requirements. This represcnts a violation for failure to foliow
procedural requirements.

Site management satisfactorily evaluated, consistent with the known examples of tampering,
the operational upablﬁyofﬂnphmmtysmmstopoﬂommﬂrimndodumy
functions.

Site management satisfactorily evaluated plant areas for foreign matenal and abnormalities.

Site management did not use all available plant documentation of equipment deficiencies
(e.g.. plant work orders) in its search for additional examples of tampenng.

Site management should have been more proactive in establishing intenm actions to detect
new tampeniig in @ more timely manner by using plant staff observers as well as Secunty
force members. The interim actions subseguently identified by plant management. if properly
impiemented. should provide reasonable assurance that new tampenng were be promptly
detected.

The security force implemented good preventative measures to detect or prevent new
tampenng with plant equipment.

The licensee took appropnate and extensive actions to determine the individual(s) involved in
the lock tamperning event(s).

With one exception, the design and installation of the HSDPs for St. Lucie Units 1 and 2 ware
in accordance with the licensing basis of the plantz. The FSAR description of the controis
and instruments installed on the HSDP for St. Lucie Unit 1 did not match the instalied
equipment in that the FSAR descnption did not indicate the installed nuclear instruments.

The failure of the FSAR to comrectly describe the installed equipment is identified as an URI.

Control of access to the HSDP rooms of St. Lucie Unit 1 and 2 was in accordance with the
approved PSP for the site.

The licensee was in compliance with the site PSP regarding access controls, patrols, alam
station operations, fitness for duty and access authonzation.

During this site inspection, the inspectors independently reviewed a large number of plant
records of Condition Reports (CRs) and Nuclear Piant Work Orders (NPWOs) in an artempt
to identify any previously unidentified tampering events. No new tampenng events were
identified by the team.

Enclosure 2, Attachment B contains information provided to St. Lucie site management by
NRC to assist in the site's response to the events. The attachment contains NRC information
Notice 83-27 conceming deliberate acts directed against plant equipment and intemnai NRC
guidance for plant system checkout following suspected sabotage.
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Enclosure 2. Attachment C contains illustrative photographs of the valves, padiocks and
keylock switches that were the subject of this inspection.
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¢ Conclusion
The Corporate investigative staff adequately reviewed the event.

Determine if the licensee was in comoliance with their PSP and Procedures.

10 CFR 73.71, Reporting of Safeguards Events, Appendix G, (3) Reportable
Safeguards Events, requires the licensee to report to the NRC within one hour of
discovery, followed by @ written report within 30 days, events which cause interruption
of normal operations through tampering with controls including the security systen:.

. ; .  Findi

The licensee's Security Procedure, SP-00068125, Reporting of Safeguards Events,
Revision 9, dated April 20, 1985, Paragraph 8.2 (I) defines one of those events as
being a “confirmed tampering of suspicious origin with safety or security equipment.”

On July 29, 19986, the licensee failed to foliow their procedure and report the
confirmed tamperning with the security equipment (locks) within one hour to the NRC.
This is a violation (VIO) of regulatory requirements (VIO 50-335/66-16-01,
50-389/96-16-01, Failure to report an event to NRC within one hour).

c Conclusion

The licensee failed to comply with requirements for reporting the event to the NRC.

023 Summary of August 1996 Event Conceming Damage to Hot Shuidown Panel Keylock
Switches

On August 14, 1996, during a monthly surveillarce of the Unit 2 HSDP at about 10:00 am., a

plant operator discovered two key switches could not be operated because foreign matenal

preciuded the insertion of the keys into their locks. These were the only key switches on the

Unit 2 HSDP. Each St. Lucie unit has an HSDP that was designed to be used to shutdown

the unit from outside the unit main control room. The two damaged key lock switches

operated channels A and B, respectively, of the SIAS to block unwanted actuation of the
Safety imjection (S1) system during unit cool down.

Upon identification of the damaged Unit 2 key lock switches, a check of the HSDP for Unit 1
was conducted. The Unit 1 HSDP contained only one key switch on the nanel Similar to
Unit 2, that key lock switch could not be operated because of foreign matenal in the lock
mechanism. The damaged key lock switch operated the pressunzer PORV which provides a
backup means to control pnmary system pressure if auxiliary pressurizer spray becomes
unavailable while bringing the unit to a controlled shutdown condition.




NOVEMBER 15, 1996

EA 96-458

Fioriia Power and Light Company

ATTN: Mr. T. F. Plunkett
President - Nuciear Division

P. O. Box 14000

Juno Beach, FL 33408-0420

SUBJECT. NRC INSPECTION REPORT NOS. 50-335/86-19 AND 50-388/96-19
Dear Mr. Plunkett:

This refers to the inspection conducted on October 21 - 25, 1996, at the St. Lucie facility.
The enciosed report presents the resuits of this inspaction.

Based on the results of this inspection, two apparent viclations were identified and are being
considered for escalated erforcement action in accordance with the "General Statement of
Policy and Procedure for NRC Enforcement Actions” (Enforcement Policy), NUREG-1600.
The apparent violations pertain to your failure to limit unesconted access to protected and
vital areas during non-emergency conditions and your failure to report that event under the
critena specified in 10 CFR 73.71. Accordingly. no Notice of Violation is presently being
issued for these inspection findings. In addition, please be advised that the number and
charactenzation of apparent violations descnbed in the enclosed inspection report may
change as a result of further NRC review.

A predecisional enforcement conference to discuss these apparent violations has been
scheduled for Decamber 10, 1896. The decision to hold a predecisional enforcement
conference does not mean that the NRC has determined that 2 violation has occurred or that
enforcement action will be taken. This conference i1s being held to obtain information to
enable the NRC to make an enforcement decision, such as a cornmon understanding of the
facts, root causes, missed opportunities to identify the apparent violations sooner, comective
actions, significance of the 1ssues and the need for lasting and effective corrective action. In
particular, we expect you to address the breakdown of your access controi program within the
Fionda Powe: and Light Company organzation. In addition, this is an opportunity for you to
point out any erors in our inspection report and for you to provide any information

conceming your perspectives on 1) the severity of the violations, 2) the application of the
factors that the NRC considers when it determines the amount of a civil penalty that may be
assessed .n accordance with Section VI.B.2 of the Enforcement Policy, and 3) any other
application of the Enforcement Policy to this case, including the exercise of discretion in
accordance with Section Vil




FP&L 2

This conference will be closed to public observation in accordance with the Commission's
continuing trial program as discussed in Sectior V of the NRC Enfercement Policy,
NUREG 1600 (Enclosure 2).

You will be advised by separate correspondence ofﬂwomutuofomdcﬁpcmﬂomonm
mater. No response regarding these apparent violations is required at this time.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice,” a copy of this letter and
its enclosures will be placed in the NRC Public Document Room.

Sincersly,

ORIGINAL SIGNED
BY ALBERT GIBSON

Albert F. Gibson, Director
Division of Reactor Safety

Docket Nos. 50-335, 50-389
License Nos. DPR-67, NPF-16

Enciosures. 1. Inspection Report 50-335, 389/86-19
2. NUREG 1600, Enforcement Policy

cc wiencl

J. A Stall

Site Vice President

St. Lucie Nuclear Plant

P. O. Box 128

Ft Pierce, FL 34854-0128

H. N. Paduano, Manager
Licensing and Special Programs
Fionda Power and Light Company
P O. Box 14000

Juno Beach, FL 33408-0420

J. Scarola

Plant General Manager

St. Lucie Nuclear Plant

P. O Box 128

Ft. Pierce, FL 34854.0128

(cc wiencis cont'd - See page 3)
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E. J. Weinkam

Plant Licensing Manager
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Ft. Pierce, FL. 349854.0218

M. §. Ross, Attomey
Flonda Power & Light
11770 US Highway 1
North Paim Beacn, FL 23408

John T. Butler, Esq.

Steel, Hector and Dawvis

4000 So_theast Financial Center
Miami, FL 33131-2388

Bill Passett:

Office of Radiation C >ntrol

Department of Health and
Rehabiltative Services

1317 Winewood Boulevard

Tallahassee, FL 32398-0700

Joe Myers, Director

Division of Emergency Preparecnas.
Department of Community Affairs
2740 Centerview Drive

Tallahassee, FL. 32399-2100

Thomas R L. Kindred
County Administrator
St. Lucie County
2300 Virginia Avenue
Ft. Pierce, FL 34982

K. Landis, RIl

J. Noms, NRR
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U. 8. NUCLEAR REGULATORY COMM:SSION
REGION 1l

50-335. 50-389
DPR-67, NPF-16
50-335/96-18, 50-389/96-19

Licensee. Flonda Power and Light Company
Facility: St. Lucie Nuclear Plant Units 1 and 2
l.ocation: 9250 West Flagler Street

Miami, FL 33102
Dates: October 21 - October 25, 1996
Inspector: L. Stratton, Safeguards Inspector
Approved by: Paul E. Fredrickson, Chief

Special Inspection Branch
Division of Reactor Projects

ENCLOSURE 1



EXECUTIVE SUMMARY

St. Lucie Nuciear Plant Units 1 and 2
NRC Inspection Report 50-335/86-18, 50-389/86-19

This routine announce inspection was conducted in the area of plant support by a regional
safeguards specialist. The specific area evaluated was the Physical Secunty Program for
Power Reactors.

.

Portions of the licensee s Fitness for Duty program with respect to adulterated
samples and the appeal process were reviewed and found to be :n accordance with

requirements (10 CFR 26 (S1.3)).

The licensee's failure to prevent unauthorized unescored access into the protectea
area and potential access into vital areas is an apparent violation of regulatory
requirements. (S2.1)

The licensee's failure to log in the Safeguary Event Logs or make a one hour report
within the required time with respect to the access conirol events descnbed in
Paragraph $2.1b is an apparent violation of regulatory requirements. S4.1)

The Training and Qualification Plan was reviewed with respect to conducting physical
fitness tests of secunty personnel and found to meet the requirements. (S5.1)

Through document review and interview of licensee representatives, the inspector
determined that the portion of the audit program evaluated wi . adequate.
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REPORT DETAILS

Conduct of Security and Ssfeguards Activitiex

Etness for Duty

Inspection Scope (81502)

in accordance with 10 CFR 26.10(a), the licensse must provide reasonable assurance
that nuciear power plant persannel will perform their tasks in @ reliable and trustworthy
manner cnd are not under the influence of any substance, legal or illegal, or mentally
or physicaily impaired from any cause, which in any way could adversely affect their
ability to safely and competently perform their duties.

ot "  Fingi

On October 21, 1996, at the Fiorida Power and Light (FP&L) Compzny corporate
offices, the inspector reviewad ten randomly selected records to venfy compliance
with 10 CFR 26. The inspector noted that one record documented that an individual
was given a chemical test on January 4, 1996, however, the test result was
documented as a “refusal.” Upon further discussion with licensee representatives, the
inspector leamed that a confirmed adulterated sample was documented as a refussl
by the licensee. On January 5 1966, the licensee's contract laboratory's report
documented that the sample appeared to have a "soapy” presence. Upon request
from the licensee's Medical Review Officer (MRO), the contract laboratcry sent the
possible adulterated sampie to another independent laboratory for review. That
laboratory confirmed the presence of an anionic surfactant. The licensee determined
this was a failure to cooperate with the testing requirements, therefore deemed the
test results as a refusal. The individual was again tested by observation on January
5. 1896, with the results being negative.

10 CFR 26 requires that when an individual's test results are confirmed positive, the
licensee must offer an appeal process to that individual. Since the results of the
individuai's test discussed above was categonzed as a refusal, the hicensee did not
offer an appeai under 10 CFR 26 However, the inspector noted that on June 24,
1995, the individual was given an appeal based on 10 CFR 73.58, access

s thorzation requirements. The hicensee informed the inspector that since the
sample was confirmed adulterated. the individual's trustworthiness and reliability were
in question. Therefore the suspension of his unescorted access was appealed, rather
than the adulterated sample results.

The appez! board suggested reversing the deniai nf unescorted access based on the
individual's willingness to cooperate; the fact that FP&L's policy did not adequately
address adulteration; and the individual's second negative sample. The licenses is
currently evaluating the case.
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Conglusions
Through document review and discussion with licensee represerntatives, the inspector

conciuded that the portions of 10 CFR 26 that were reviewed met regulatory
requirements. There were no violations of reguiatory requirements noted.

Status of Security Facilities and Equipment

Pragted and Vital Area Access Control

Inspection Scope (81700)

10 CFR 73.55(d)(7) requires that licensee's shall establish an access authorzation

system to limit unescorted access to vital areas during non-emergency conditions to
individuals who require access in order to perfarm their duties.

Tne licensee's Physical Secunty Plan (PSP), Revision 48, dated 2/23/96 states, "Only
those individuais with identified need for access and having appropnate authonzation,
shall be granted unescorted Vital Area access.”

Qbservations and Findings

The licensee documented on August 19, 1996, in Condition Report (CR) 86-2041 that
an individual was presented a FP&L severance package on July 17 and upon
retuming to St. Lucie on August 14, leamed his badge was never deactivated. In
response to the CR, the licensee determined an administrative error had occurred and
this error was an isolated event.

On September 19, 1996, the licensee's acress coordinator determined that three
other former FP&L employees who were favorably terminated in July continued to
have active badges to the St. Lucie facility. The access coordinator immediately
removed the individuals' access from the secunty computer.

On October 9 1996 the licensee discovered that one of the individuals determined
not to need access on September 19, had entered o the protected area on five
different occasions on August 7, August 9, and August 15, 1986. The individual did
not enter vital areas on these dates Upon interview, the licensee leamed the
individual had retumed to the site for a job interview and to "generally talk to some
people *

in response to the discovery, the licensee initiated an audit on October 21, 1986, for
the penod of January 1, 1896 to the present of individuals wh? had been terminated.
The audit, which was completed October 31, 1996, encompassed checking 594
individuals' names/social securty numbers against active badges in the security
computer. Through this comective action, the licensee discovered six additional
individuals; two with access to St. Lucie; three with access to Turkey Point, and one

ENCLOSURE 1
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with access to both facilities. Mlmmmbtumamnﬂymmm
accessed the protacted or vital ureas after the date of their termination. Upon
discoverv, the licensee deactrated those individuals' badges.

The inspector reviewed Administrative Procedure (AP) 10508, "Personnel and Material
Control,” Revision 18, dated September 30, 1996. The procedure clearly statos the
responsibility to notify secunty that an individual is terminated rests with (1) the
individual to tum in s security badge; (2) department head and supervisors to notify
security when unescorned access is no longer required. and (3) the Plant Resource
Control Supervisor or Human Resources to notify security of personnel changes.
However, all three avenues of the procedure failed to be implementec. The nspector
did note that aithough the procedure clearly states responsidility, a termination of
access form/checklist was not provided, which could possibly ensure hardcopy
documentation in the event security was not notified.

Conclysions
The licensee's failure to prevent unauthonzed unescotied access into the protected

area and potential access into vital areas is noted as an apparent violation of
reguiatory requirements (10 CFR 73.55 (d)(7) and EEI 50-335, 50-388/86-18-01).

Security and Safeguards Staff Knowiledge and Performance

Records ang Reports
Inspection Scope (81038)

10 CFR 73.71, states that an actual entry of an unauthonzed person into a protected
area or vital area be reported within one hour of discovery.

10 CFR 73.71, states that any failure, degradation, or discovered vuinerability in a
safeguards system that could have allowed unauthonzed or undetected access o a
protected area or a vital area had compensatory measures not been established, be
recorded within 24 hours of discovery in the safeguards event log.

ingi

Upon review of the access control event detailed in Paragraph S2.1b, the inspector
reviewed Security Procedure (SP) 6125, "Reporting of Safeguards Events "

Rewvision 10, dated October 8. 1996 The procedure accurately outiines the provisions
specified in 10 CFR 73.71, Appendix G. However, on September 18, 1986, the
licensee failed to document in the Safeguards Event Log (SEL) the possibility of three
individuals having unescorted access to protected and vitz! areas In addition, on
October 8, 1996, the licensee faled to make a one hour report when they discovered
that one of the individuals who maintained unescorted access after termination,
actually entered the protected area on five occasions. Upon further review, the

ENCLOSURE 1
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licensee determined that a one hour report was warranted. On October 16, 1996, the
licensee made a one hour report to the NRC under the provisions of 10 CFR 73.71.

Gonclusions
The licensee's failure to log in the SEL or make a one hour report within the required

time with respect to the access control events described in Paragraph S2.1b is an
apparent violation of regulatory requirements (EE! 50-335, 50-388/96-18-02).

Security Safeguards Staff Training and Qualification

Securty Toaini :

Inspection Scope (81700)

The inspector reviewed the secunty training and qualification (T&Q) program to
ensure that the crtena specified in the licensee's T&Q plan were being met in the
area of conducting >hysical fitness tests for secunty personne!.

Qbservations and Findings

The inspector reviewed T&Q Plan implementing Instruction , Revision 2, dated
September 9. 1996, to venfy the licensee was conducting the physical fitness test for
secunty personnel in accordance with the requirements of the T&Q Plan. The
inspector noted that Attachment 3 had been added to the procedure, which is @
detailed instr'ction on conducting the physical fitness test. Prior to this revision, the
procedure only documented what the test entailed and the time penod required to
perform the test Attachment 3 denotes specific matenal required and detailed
guidelines to ensure all physical fitness tests are performed consistently.

The inspector noted the procedure specifies that if an individual fails to pass the
required physical fitness test within 72 hours a second attempt may be made.
However, on one occasion, an individual did fail both attempts to pass the physical
fitness test by not meeting the required time allowance, yet was allowed ‘0 make a
third attempt.  Further discussion with licensee representatives revealed that those
two attemnpts at the physical fitness test were prior to the addition of Attachment 3 to
the T&Q Plan Implementing instruction. The licensee determined that those two tests
may not have been conducted consistently, therefore aillowing an error in the actual
timekeeping. However since the test is now better standardized, the timekeepir~
margin of error has been eliminated.  The licensee considers this individual's second
attempt as a re-test rather than a second try

ENCLOSURE 1
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Lonciusions
Through interview of secunty personne! and procedural review, the inspector

determmed that the licensee was meeting the provisions of the T&Q Plan with respect
1o physical fitness testing.

Quality Assurznce in “scurity and Safeguards Activities

Audits

Inspection Scope (81700)

Chapter 14, of the licensee's Physical Secunty Plan, Revision 48, dated February 23,

1996, denotes the secunty program shall be audited no iess frequently than once
every 12 months.

-~ i

The inspector reviewed a portion of the Security and Safeguards Information -
Functional Area Audit QSL-OPS-86-03, dated April 22, 1896 to verify that the required
elements of the sacunty program were reviewed. The audit was performed by the
Quality Assurance Department, located at FP&L's corporate offices. The audit report
was furmished to site and corporate management as appropriate. Numerous strengths
were noted in the areas of secunty's self-assessment program, tracking and trending
of personnel and hardware performance. ana unannounced crucial tasking of security
officers. Two technical recommendations were noted:

(1) Land Utiization Procedure LU-QI-11.0-20 be revised to include dimensional
verification (to ensure the 96 square in limit is met) of selected paneis dunng
safe-net inspections.

(2) Substitute the simulated crawi test (conducted with a sied and aluminum ball)
with another method described in Regulatory Guide 5.44.

The inspector noted that the audit reron covered AP-10508, "Personnel and Matenal
Control™ however, no findings by the auditors were documented. Further evaluation
of the licensee's audit program for secunty will be reviewed in future inspections.

Cenclusions

Through document review and interview of licensee representatives, the inspector
determined that the portion of the audit program evaluated was adequate.

ENCLOSURE 1



Miscellaneous Security and Safeguards Issues

§8.2

(DISCUSSED) IFI 86-010. This IFI will remain open pending the completion and
future performance of the licensee’'s FFD program.

Foliowyp on Tampenng Event

in response to the recent tampering events that occurred at St. Lucie, the licensee
had intiated additiona! measures as noted below.

At the time of this inspeciion, twelve boxes in remote locations in vanous vital
areas to hnuse a camaera and a VCR were in place. The licensee plans to
have a total of 19 locations. All locations will have a camera installed.

Two VCRs with a backup battery capanity of 720 hours. These two VCRs will
be rotated to two of the nineteen locations every 24 hours, with one VCR per
unit. The licensee implemented nese additional measures beginning
October 4. 1996.

The evening Security Shift Supervisor will be responsibie for selecting the
location and ensunng the VCR is installed.

All VCR boxes are locked with security controlied keys.

The inspector noted that temporary extension cords were currently being used
to support the operation of the cameras and VCRs. The licensee informed the
Inspector they plan to run the cords through the existing cabling after an
engineenng study has been performed sometime in late November.

The two extra patrols the licensee had in place are no longer being utilized.

All nineteen locations have signs in the area waming personnel of the
possibility of being observed by remote cameras.

The tanes will be maintained for approximately two weeks, “~cording to the
implementing procedure.

The inspector and a secunty shift specialist performed a walkdown of vital areas to
observe the boxes that were currently installed. Additionally, the inspector reviewed
tapes of several locations to determine if tre angle position of the cameras was
adequate. All cameras capturad ingress and egress points of particular vital
equipment selected to be viewed.

ENCLOSURE 1
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Mansgement Meetings
X1 Exit Meeting Summary

The inspector presented the inspe.don results to licensee management at the conclusion of
the inspection on October 25, 1996. The inspector noted and discussed two apparent
violations with respect to access control and reportability requirements. The licensee
acknowiedged the findings presented. Although reviewed dunng this inspection, proprietary
information is not contained in this report. Dissenting comments were not received from the
censee

PARTIAL LIST OF PERSONS CONTACTED

:

D. Bonthron, Access Program Supervisor, Flonda Power and Light (FP&L)
A. Cummings, Fitness for Duty Coordinator, St. Lucie Nuclear (SLN)
8.
J.

Plantz, Security Training, SLN
Scarola, General Manager, SLN

E. Weinkam Licensing Manager, SLN
W. White, Secunty Manager, SLN

NRC
M. Miller, Senior Resident Inspector
INSPECTION PROCEDURES USED
IP 81038. Reporting Requirements
IP 81502. Fitness for Duty Program

IP 81700: Physical Security Program for Power Reactors
IP 82804 Action on Previous Inspection Findings

ITEMS OPEN, CLOSED, AND DISCUSSED
Qpened

50-335, 50-389/96-19-01 EE!  Failure to limit unescorted access to protected and vital
areas dunng non-emergency conditions to individuals
who require access in order to perform their duties.

50-335, 50-389/86-18-02 EEl Failure to report an event under the criteria of 10 CFR
73N

Discusseg
50-335, 50-388/96-10 IFl FFD Staff Reorganization and Comective Actions

ENCLOSURE 1
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UNITED STATES
Vi NUCLEAR REGULATORY COMMISSION
4 q.‘” ‘MWA'm :W SUITE 2800
Foan®
EA 96-464
Florida Power and Light Company

ATTN. Mr. T. F. Plunkett
President - Nuclear Division

P. O. Box 14000

Juno Beach, FL. 33408-0420

SUBJECT: NRC INSPECTION REPORT NOS. 50-335/96-18 AND 50-389/86-18

Dear Mr. Plunkett:

This refers to the inspection conducted during the period October 7 - November 1, 1996, at
your St. Lucie facility. The enciosed report presents the results of this inspection, as well as
a summary of follow-up telephonic conferences conducted on November 14, 25 and 26,
1966

Based on the results of this inspection, three apparent violations were identified and are
being considered for escalated e ‘orcement action in accordance with the "General
Statement of Policy and Procedure for NRC Enforcement Actions” (Enforcement Policy),
NUREG-1800. These apparent violations were concemed with 1) failure to adequateiy
maintain the capability for timely augmentation of your Emergency Response Organization
dunng off-hours, 2) failure to establish and maintain adequate procedures for the
implementation of certain requirements contained in the Radiological Emergency Plan,
and 3) failure to adequately implement multiple aspects of your training program for
Emergency Response Organization personnel. Accordingly, no Notice of Violation is
presently being issued for these inspection findings. In additior, plense be advised that the
number and characterization of apparent violations described in the enciosed inspection
report may change as a result of further NRC review.

A predecisional enforcement conference to discuss these apparerit violations has been
scheduled for December 10, 1996. The decision to hold a predeisional enforcement
conference does not mean that the NRC has determined that a violation has occurred or that
enforcement action will be taken. This conference is being held to obtain information to
enabie the NRC to make an enforcament decision, such as 8 common understanding of the
facts, root causes, missed opportunities to identify the apoarent violations sooner, corrective
actions, significance of the issues and the need for lasting and effective comrective action. In
addition, this is an opportunity for you to point out any errors in our inspection report and for
you to provide any information conceming your perspectives on 1) the severity of the
violations, 2) the application of the factors that the NRC considers when it determines the
amount of a civil penalty that may be assessed in accordance with Section V1.B.2 of the
Enforcement Policy, and 3) any other application of the Enforcement Policy to this case,
including the exercise of discretion in accordance with Section VI We also bring to your
attention the fact that an apparent deviation from commitments made to the NRC was
identified dunng the inspection, and will be discussed during the conference. No Notice of
Deviation 1s presently being issued for this inspection finding.

‘,.r‘p——w“-’v‘rw d / -'., l ) I J
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FP&L 2

You will be advised by separate comespondence of the results of our deliberations on this
matter. No response regarding these apparent violations or deviation is required at this time.

in accordance with 10 CFR 2.790 of the NRC's "Rules of Practice,” a copy of this letter and
its enclosure will be placed in the NRC Public Document Room.

Sincerely,
ORIGINAL SIGNED BY A. F. GIBSON

Albert F. Gibson, Director
Division of Reactor Safety

Docket Nos. 50-335, 50-380
| icense Nos. DPR-67, NPF-16

Enclosure: Inspection Report 50-335/96-18, 50-3808/96-18

cc wiencl: M. S. Ross, Attomey
J. A Stall Florida Power & Light
Site Vice President 11770 US Highway 1
St. Lucie Nuclear Plant North Paim Beach, FL 33408
P. O Box 128
Ft. Pierce, FL 34954-0128 John T. Butler, Esq.
Steel, Hector and Davis
H. N. Padu=zno, Manager 4000 Southeast Financial Center
Licensing and Speciai Programs Miami, FL 33131-23088
Fionda Power and Light Company
P O. Box 14000 Bili Passetti
Juno Beach, FL. 33408-0420 Office of Radiation Control
Department of Health and
J. Scarola Rehabilitative Services
Plant General Manager 1317 Winewood Boulevard
St Lr'cie Nuclear Plant Tallahassee, FL 32398-0700
P. O Box 128
Ft. Pierce FL 3408540128 Joe Myers, Director
Divisiori of Emergency Preparedness
E. J Weinkam Department of Community Affairs
Pla 1 Licensing Manager 2740 Centerview Dnive
St. L 'cie Nuclear Plant Tallahassee, FL. 323886-2100
P. O Mox 128
Ft. Pier. e, FL 348654-0218 Thomas R L. Kindred
County Administrator
St. Lucie County
2300 Virginia Avenue

Ft. Pierce, FL 34882
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EXECUTIVE SUMMARY

St. Lucie Plant, Units 1 and 2
NRC inspection Report Nos. 50-335/86-18, 50-389/86-18

The purpose of this special inspection was to review and evaluate the onsite emergency
preparedness (EP) program. Significant negative findings were identified, including three
wmm.mnmmm,mumm.mdePPmum
Weakness

Apparent Violations

- During the approximate period July 22-October 3, 1996, the licansee failed to maintain
the capability to execute the provisions of the Radiological Emergency Plan (REP) and
the associatec Emergency Plan Implementing Procedures (EPIPs) in a imely manner

with respect to mobilization of the Emergency Response Organization (ERO) dunng
ofi-hours (Section P2.1).

. The EPIPs did not adequately implement the requirermnents >f the REP in the following
respects. (a) recovery activities, discussed conceptually in REP Section 5.4, were not
adequately addressed in EPIPs; (b) the EPIPs did not adequately describe and
delineate the licensee's ERO and the detailed means for notifying ERO members in
an emergency, and (c) REP Section 2.4 4 regarding OSC relocation was not
adequately implemented by the EPIPs (Section P3.2).

. The licensee failed to implement the training program for ERO personnel as specified
in the REP and EPIPs since at least 1994, as evidenced by the: (a) failure to provide
annual retraining to certain designated personnel in 1994 and 1885, (b) failure to
provide any training for certain ERO positions with respect to selecied implementing
procedures, and (c) failure to remove individuals from the ERO roster when their
qualifications had lapsed (Sections P5.1, P5.3, P5.4)

Deviat

. The licensee failed to relocate the requirements formerly found in Technical
Specifications 6.8.1.d and 6 8.1 e to the Security Plan and Emergency Plan,
respectively, in accoraance with written commitments to the NRC (Section P3.1).

Unresolved ltem

» The ERO training program, described in REP Section 7.2.2, did not, as implemented,
include a programmatic method to ensure that each ERO member dumonstrated an
ability to perform assigned emergency functions through participation in exercises
and/or drills (Section P5.2)

Enclosure
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Emergency Preparedness Program Weakness

3 Mmmwmmmmmbmommonofmfymm.womfor
certain emergency preparedness deficiencies and weaknesses. Exampiles include:
(a) failure to resolve concemns regarding the audibility of the Gaitronics (or plant
public-address system) formaily identified in late 1894, (b) failure to provide timely
corrective action to address a questionable capability for notification of the State of
Florida within 15 minutes of an emergency declaration; and (c) failure to implement
timely corrective actions for deficiencies and recommendations identified by the
critique of the Humricane Erin response in August 1885 (Section P7.1).

Positive Of X

> Good progress has been made in the last several months to develop and implement
corrective actions to address the large number of open concems in the St. Lucie

emergency preparedness program (Section P7.1).

. Significant improvements in the emergency preparedness training program have been
initiated (Section F5.1).



REPORT DETAILS

P2  Status of EP Facilities, Equipment, and Resources

The inspectors reviewed ine licensee's strategy and provisions for notification and
mobilization of its personnel in the event of an off-hour emergency deciaration
requinng activation and staffing of emergency response facilities (ERFs). In addition
to the Control Room, the licensee's ERFs comprised an onsite Operational Support
Center (OSC) and Technical Support Center (TSC) and an offsite Emergency
Operations Facility (EOF). This review included evaluation of the adequacy and
implementation of the following Emergency Plan implementing Procedures (EPIPs):

> EPIP 3100021E, Duties and Responsibilities of the Emergency Coordinator,
Revision 43, approved September 12, 1986.

. EPIP 3100023E, On-Site Emergency Organization and Call Directory,
Revision 72, approved September 12, 1896.

b Observations and Findings

Section 2.4 of the Radiological Emergency Plan (REP) described the licensee’s
methodology for rotification of the emergency response organization (ERO) in the
event of an emergency declaration at the Alert level or higher. In such a
circumstance, timely staffing and activation of the TSC and OSC (and the EOF at a
Site Area Emergency or General Emergency declaration) would be required, except
possibly for situations in which the declaration is terminated rapidly following
resolution of the adverse initiating condition.

The implementing details for the ERO notification methodoiugy were located in

EPIP 3100023E. Step 8.2 of the instructions in that procedure specified that on-shift
staff augmentation, when required. was initiated from the Control Room by means of
either the automated system known as the Emergency Recall System (informally
called "autodialer") or the manual backup system utilizing Appendix A, "Duty Cail
Supervisor [DCS) Call Directory”, of the procedure.

On the evening of October 3, 1996, the licensee initiated a staff augmentation test
using the autodialer. The system did not operate, and no individuals received
notifications during the test. No attempt was made at that time to conduct the test
using the backup method. A failure assessment by the licensee discicsed that the
autodialer had been in an inoperable configuration from about July 22 through
October 3, 1996 According to the licensee, this configuration resulted when the
autodialer computer was rebooted without first closing the database file that compiled
personnel information used in the notification scheme. The inoperability of the
autodialer could have been identified much earlier than October 3 had penodic

Enclosure
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mncuomlbns(o.g..mwy)bunpoﬂonmdwnﬂfymwcmmmmm
operable configuration. With appropriae administrative controls in piace, as had beer
ncocmndodbyumn\buoWnEPmﬂunnyuAprﬂ?m.topmfm
m.wmmmwmmamhm
been preciuded. An earlier, limited-scope autodialer problem occurred durnng the
NRC-evaluated Juie 1993 exercise (see Exercise Weakness 50-335,
50-380/83-16-04: Failure to activate the EOF in @ timely manner). Review ~f licensee
documentation aiso disciosed that an ERO zugmentation drill conducted on
December 14, 1984 utilizing the autodialer was unsuccessful because of technical
problems with the system. Corrective actions for these previous problems were not
sufficiently comprehensive to detect the recent system malfunction.

The manual backup augmentation method was a "cali-iree” strategy (displayed
graphically in Figure 3 of EPIP 3100023E) which depended upon notification by the
DCSdmmmymwmmm.m»mofuwummmwmqmnw
responsible for notifications of others. The inspectors reviewed the details of how,
and by whom, the manual call-out process would be implemented. The inspectors
interviewed 14 of the 17 persons whose names were listed in Appendix A of

EPIP 3100023E as cali-tree functionanes who would need to have the current version
of that procedure available if contacted by the DCS during off-hours in order to notify
others in the call tree. Three individuals listed in Appendix A for the position of TSC
Chemistry Supervisor and one individual listed as OSC Supervisor acknowledged that,
prior to October 1, 1996, they did not maintain a copy of EPIP 3100023E st home and
were not fully cognizant of their assignments in the call-tree scheme. hMosi
interviewees stated that they attempted to maintain a copy of EPIFP 5100023E at
home, but, without appropnate controlied distribution, may not have had the up-to-
date revision. Prior to October 10, 1986, only 3 of the 17 referenced individuals were
on the list for controlied distnibution of EPIP 3100023E, which was updated at least
quarterly. The licensee had not conducted drilis or other specific training to confirm
individual performance and to venfy the overall function of the manual call-out system
for at least the last three years. The inspectors concluded that staffing and activation
of ERFs using the manual process would not have been timely. As indicated by REP
Table 2-2A, "“timely" staffing and activation of an ERF means within about 60 minutes
of the emergency declaration warranting such activation. A drill conducted during off-
hours on October 10, 1996 was marginally successful in that it indicated staffing times
of about one hour could have been achieved. However, this occurred only after
written and oral instruction, procedure distribution, and announcement of the dnil to
affected persons. Since no actual trave! to the plant was invoived, this drill did not
constitute a highly accurate measure of the actual time required to staff and activate
the ERFs.

Gonclusions

The inspection determined that the licensee failed to adequately maintain both the
automated system for ERO call-out (from about July 22 to October 3, 1996) and the
manual backup system over an indeterminate penod (at least the iast several years).
The concurrent deficiencies in the automated and manual systems for ERQO call-out
represented a failure by the licensee, dunng the penod July 22-October 3, 1986, to

Enciosure
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maintain the capability to execute the provisions of the REP and its implementing
procedures in @ timely manner with respect to augmentation of the ERO dunng off-
hours. This failure to comply with the requirement of 10 CFR 50.54(q) that nuciear
power plant licensees follow and maintain in effect emergency plans which meet the
pianning standards of 10 CFR 50.47(b) and the requirements in Appendix £ to

10 CFR Part 50 is identified as Escalated Enforcement item (EEI) 50-335,
50-388/96-18-01: ERO augmentation scheme not maintained adequately.

EP Procedures and Documentation
Radiological E F
Inspection Scope (82701)

The inspectors selectively reviewed changes made to the REP since the NRC's
previous program inspection of this area (conducted in February 19895) to determine
whether any of these changes had decreased the effuctiveness of the REP.

o ; Findi

Since February 19985, the licensee had issued four revisions to the REP

(Revisions 28-31). Revision 30 (dated July 31, 1996) and Revision 31 (dated
September 13, 1996) were selectively reviewed and discussed with licensee
personnel, since those revisions had not been formally evaluated through the NRC's
license review process.

Revision 30 primarily promulgated the modifications associated with the transfer of the
Nuciear Division staff from the corporate office to the St. Lucie and Turkey Point sites.
With respect to the EP program, this entailed the transfer of program management
and oversight responsibilities from the Manager, Nuclear Emergency Preparedness (in
the corporate office) to the Site Services Manager (a position later renamed Services
Manager, and which reports directly to the Site Vice President), and the addition of a
third Emergency Planning Coordinator to the St. Lucie EP staff. in addition, the Off-
site Emergency Response Organization (which provided personnei for the EOF)
became the Expanded Emergency Response Organization. The inspectors evaluated
these changes in detall and discussed them with cognizant licensee representatives,
inciuding the former Manager, Nuciear Emergency Preparedness, the Services
Manager, and a Quality Assurance (QA) Senior Analyst. The inspectors determined
that strong EP program oversight would be required from the Services Manager to
preciude further degradation of the effectiveness of the licensee's EP program and to
implement appropnate corrective actions for the findings of this inspection, and that
such a level of oversight is defined and required by provisions of both the REP and
procedure Qi 1-PR/PSL-1, "Site Organization”, Revision 30, dated September 1996

The changes made in Revision 31 were primarily concemed with the licensee's efforts
to standardize the REPs for its two nuclear plants

Enciosure
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The inspectors ascertained that the licensee had recently made changes to the
Technical Specifications (TS) for the St. Lucie Plant which included implications for
the REP, as well as the Security Plan. Amendment Nos. 147 and 86 to the operating
licenses for Unit 1 and 2, respectively, were approved by the NRC on August 20,
1996, and consisted of changes to the TS in response to the licensee's application
dated August 16, 1885, Among numerous changes in these amendments were the
deietion (for both Unit 1 and 2) of the previous TS 6.8.1.d and TS 6.8.1.e, which
formerty specified that "Written procedures shall be established, implemented and
maintained” to cover "Security Plan implementation” and "Emergency Plan
implementation”, respectively. These changes were proposed by the licensee in
response to NRC Generic Letter (GL) 93-07, dated December 28, 1983, which
authonzed licensees to propose modifications to certain TS administrative control
requirements for emergency and security plans. In Attachment 2, "Safaty Analysis”, to
the August 15, 1985 application, the licensee stated (in the introduction to the section
addressing modifications to TS 6.5.1.6.i, 6.5.1.6), 6.8.1.d, and 6.8.1.e) that the
‘selected Technical Specifications are being relocated to the Emergency Plan or
Security Plan as appropriate. Relocating these requirements to the appropnate plan
will ensure the control of future changes are under the requirements of 10 CFR 50.54,
10 CFR 73.55 and 10 CFR 73.56." The NRC's referenced approval stated that the
"licensee proposes to relocate these review requirements and their implementing
procedures to the St. Lucie Secunty and Emergency Plans.." The licensee's
application did not specifically state that TS 6.6.1.d and 6.8.1.e would be deleted
without relocation to the Security Plan and Emergency Plan, as applicable, nor did it
provide a justification for such an approach, which would be explicitly contrary to the
detailed guidance on page 2 of Enclosure 2 to GL 93-07. As of the end date of the
current inspection, the licensee had not relocated the requirements formerly found in
TS 68.1.d and 6.8.1. e to the Security Plan or Emergency Plan, as appiicable.
Condition Report (CR) No. 96-2611 was written to identify the discrepancy discussed
here with respect to the REP, but corrective action was not expected to be compieted
untii issuance of the next REP revision near the end of 1986

Gonciusions

The inspectors concluded that the changes in REP Revision 30 associated with the
licensee's August 1996 reorganization and the changes in Revision 31 did not
decrease the effectiveness of the REP. The licensee's failure to relocate the
requirements formerly found in TS 6.8.1.d and 6.8.1.e to the Security Plan or
Emergency Plan, as applicable, in accordance with a writier. licensee commitment, is
identified as an apparent deviation (EE! 50-335, 50-389/86-18-02) Deleted TS not
relocated to Security Plan and REP.

Emergency Plan Implementing Procedures
Inspection Scope (82701)
The inspectors reviewed the licensee's administration of selected REP requirements

through evaluation of the adequacy of the implementing details contained in the
EPIPs.



o : Find

in accordance with regulatory requirements and guidance, the licensee developed
criteria to be used to determine when, following an accident, reentrv and recovery
action could be initisted. As guidance for developing and conducting recovery
operations, the licensee developed a documen! entitied, "Florida Power & Light
Company Nuclear Power Plant Recovery Plan” (Recovery Plan). This document was
not controlied as part of the REP or EPIPs, though it was clearly an adjunct to the
REP and interdependent with the EPIPs. There appeared to be no administrative
guidance that controlied the development, distribution, and periodic review of the
Recovery Plan. The licensee had estabiished, and followed, penodic review
reguirements for the Emergency Plan and EPIPs. The Recovery Plan was not subject
to such reviews, and was /ast revised on May 31, 1883,

Section IV.A, "Organization”, of Appendix E to 10 CFR Part 50. conceming the
content of the licensee's emergency plan, states the following: “The organization for
coping with radiological emergencies shall be described, including definition of
authorities, responsibilities, and duties of individuals assigned to the licensee's
emergency organization and the means for notification of such individuals in the event
of an emergency”. In Section 2.2 of the REP, a basic description of the normal and
emergency response organization was provided. Some additional details of the ERO
structure were provided in EPIP 3100023E, "On-site Emergency Organization and Call
Directory”. This procedure generally addressed the personnel who respond to the site
in an emergency. A review of EPIP 3100023E compared to the autodiaier database
disclosed that 21 of the positions identified in the autodialer database were not
inciuded in the EPIP 3100023E. A document entitied “St Lucie Plant Emergency
Response Directory" provided more details of the licensee's ERO structure. This
directory generally addressed the personne! who would respond to offsite facilties,
such as the EOF, in an emergency. This directory was not controlled as part of the
REP and EPIPs, though it was clearly an adjunct to the Emergency Plan, and
interdependent with the EPIPs.  The only available listing of the licensee's complete
ERO was through the autodialer database. Neither the REP nor its associated
implementing procedures provided a clear or complete description of the licensee's
organization for coping with emergencies. The same was true for the means used by
the licensee to notify individuals in an emergency. No documents, other than the
autodialer database were available which clearly descnbed the means for notification
of all ERO perscnnel.

Section 2.4 4 of the REP stated, "In the event that the OSC becomes untenable, the
Emergency Coordinator will designate an altemate location." The procedure expected
to provide implementing details relative to this direction was EPIP 3100032E, "On-Site
Support Centers”, Revision 17, approved February 5 1996. The only applicable
implementing information in this procedure was contained in Step 8.7 of the
“Instructions” section, which consisted of the foliowing statement. "“In the event that
the OSC becomes untenable, the Emergency Coordinator shall designate an altemate
location.” As stated in Section 1.3 of the REF, the REP itself "provides a conceptual
basis ‘or the development of the detailed procedures necessary to implement the
plan" In repeating the "conceptual basis” found in the REP, EPIP 3100032E was
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mmmmmwmmmdammmnmmmsm
Coordinator and other ERO personnel regarding suitable aiternate locations for the
oscwmmMmyumrywmammmmoscmmmwm
Conclusions

Several inadequacies and discrepancies were identified with respect to the
implementing details proviced in the EPIPs. The inspectors concluded that the EPIPs
did not adequately implensent the requirements of the REP in the following respects:
(1)mrylm.dmdconapwwyinREPSQcﬁon5.4,mnot
adequately addressed in EPIPs; (2) the EPIPs did not adequately describe and
delineate the licensee's ERO and the detailed means for notifying ERO members in
an emergency; and (3) REP Section 2.4 4, addressing OSC relocation, was not
adequately implemented by the EPIPs. Prior to August 20, 1996, the licensee's

TS 6.8.1.e specified that "Written procedures shall be established, implemented and
maintained covering ... Emergency Plan implementation.” The examples of
inadequate EPIPs listed above were present in the same status prior to August 20,
1996, as when identified duning the inspection. These multiple examples of failure to
establish and maintain adequate procedures to impiement the REP are igentified as

EE| 50-335, 50-389/96-18-02. inadequacies in certain Emergency Plan implementing
Procedures.

Stuff Training and Qualification in EP

The inspectors conducted a review of the licensee's ERO training program compared
to regulatory requirements. The foliowing sections identify the specific areas reviewed
and the results of those reviews. Three examples of apparent violations of REP
requirements in the training program are discussed in Sections P5.1, P5.3, and P54,
and are collectively identified as EE| 50-335, 50-380/96-18-04. Training program not
adequately implemented.

Inspegtion Scope (82701)

in order to determine the state of the licensee's training program for emergency
response personnel, the inspeciors reviewed the records documenting completion of
required training for the years 1984 and 1985,

o i Fing

REP Section 7.2.2, "Training of On-Site Emergency Response Organization
Personnel”, stated, "For employees with specific assignments or authorities as
members of emergency teams, intial training and annual retraining programs will be
provided. Training must be current to be maintained on the site Emergency Team
Roster " The licensee's ERO training program was described in detail in

EPIP 3100034E, "Maintaining Emergency Preparedness - Emerpency Response Plan

Enclosure
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Training.” In Section 8.0, “Instructions”, of EPIP 3100034E. some emergency
mmmmmmammmummmmm
described.

Anvbwdunueumu'smmmformmnmdmmmatmuuof
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program: OSC Electrical Reentry Supervisor, OSC Instrumentation and Controis
Reentry Supervisor, OSC Mechanical Reentry Supervisor, OSC Electrical Chief, OSC
Supervisor, OSC Coordinator with TSC, Rotating Maintenance Shift Supervisor,
Electricians, Mechanics, Instrumentation and Controls Technicians, OSC Operations
Support Testing Staff, Dosimetry Technicians, Paramedic, Mechanical Foreman, OSC
Nuclear Material Management Staff, OSC Fire Protection, and OSC Administrative
Techniciar/Log Keeper. Approximately 82 individuals who were included in the ERO
with specific assignments were not retrained in the year 1864,

in early February 1995, the licensee conducted a REP self-assessment, as a result of
which the licensee determined that some members of the ERO were not properly
requalified in 1094, The licensee took action to correct the deficiencies that were
identfied. The licensee also initiated programmatic corrective action to ensure that
training requirements were properly maintained. Corrective actions were documented
in St. Lucie Action Request (STAR) 850157, which was closed on May 5, 1895. (The
STAR program was the predecessor to the current system.) The February 1985
seli-assessment did not identify the broader problem of the training program's failure
to inciude all £ERO personnel; it was primarily focused on the delinquent qualifications
of those identified in the existing training program.

The licensee's critique of the September 1884 accountability drill included a suggested
corrective action item to "Clarify training requirements for all TSC and OSC
emergency response positions in conjunction with the annual review of the Emergency
Plan and Emergency Plan impiementing Procedures.” On March 22, 1885, the
licensee revised EPIP 3100034E to add several more of the positions identified in the
ERO to those described in the procedure. A review of the licensee's training records
for the year 1995 revealed that not all of the positions identified in the emergency
response organization were included in the annual retraining program. Specifically,
the following eight positions were not included in the 19985 retraining program: OSC
Electrical Chief, OSC Coordinator with TSC, Electricians, Mechanics, Instrumentation
and Controis Technicians, Dosimetry Technicians, Paramedic, and Mechanical
Foreman Approximately 54 individuals who were included on the ERO with specific
assignments were not retraned in the year 1995. Through discussions with cognizant
licensee personnel, the inspectors cutermined that for those positions which did not
receive annual retraining, as specified above, there was also no specific initial training
provided. Existing records also showed that no training was provided for these

positions.
During the course of this inspection the licensee was conducting special training

sessions intended to cover all personnel assigned to the ERO. The inspectors visited
three of the training sessions. This training was being provided because of recent
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major changes in the ERO as a result of reassignment of many functions,
responsibiities, ard perscnnel from the licensee's corporate organization to the site.
This training was not par of the established training program. Through discussion
mmmmmmammmmmmmmmmm
process of evaluating the currently established emergency preparedness training
program to identify areas that may need improvement.

Conclusion
The licensee falled to provide specific initial training or annual retraining for
17 posttions (approximately 92 individuals) in 1984 and for 8 positions (approximately

54 individuals) in 1995. This is Example 1 of an apparent violation of the training
requirements found in Section 7 of the REP.

Exercise and Practice Drilis
Inspection Scope (82701)

In order to determine the state of the license='s training program for emergency
response personnel, the inspectors interviewed selected individuals assigned to
vanous ERO positions The inspectors aiso reviewed sign-in sheets for exercises
conducted in 1984, 1885, and 1996,

o | | Fingi

REP Section 7.2.2, "Training of On-Site Emergency Response Organization
Personnel”, state= e training program for members of the on-site emergency
response organization will include practical drills as appropriate and participation in
exercises, in which each individual demonstrates an ability to perform assigned
emergency functions " The licensee's REP training program was described in detail in
EPIP 3100034E. This procedure made no mention of the participation of individuals
in drills or exercises as part of the training program. No arrangements were provided
to ensure that each individual participated in drills or exercises, either dunng initial
qualification or pencdically thereafter

Through interviews with cognizant icensee personnel, the inspectors ieamed that
frequently the same individuals participated, in the same positions, from year to year,
in both the annual exercise and practice drili(s) associated with the annual exercise.
This practice exciuded other individuals qualified for those positions from participation
in drills. A review of selected names from exercise sign-in sheets for the years 1994,
1865, and 1996 indicated that the same individuals did often participate in the
exercise while others did not. The sign-in sheets also indicated that these individuals
tended to be responding to fill the same position each year. However, the sign-in
sheet documentatiun was not sufficiently detailed to verify this in each of the instances
that were reviewed
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Conciusion

mmmmmumnmucmwwmm.mmw.
mmmm.-m«om.manammmmmm
emergency functions. nmwm.mmmmammm
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50-335, 50-380/96-18-05. ERO personnel not qualified through drill/exercise
participation.

In order to determine the state of the licensee's training program for emergency
response personnel, the inspectors reviewed the licensee & training records
documenting completion of required training for 1984 and 1985,

o , | Fing

REP Section 7.2.1, "Objectives”, stated the following: "The pnmary objectives of
emergency response training are as follows: 1. Familiarize appropnate individuals with
Emergency Plan and related implementing procedures. 2. Instruct individuals in their
specific duties to ensure effective and expeditious action durng an emergency. 3
Penodically present significant changes in the scope or content of the Emergency
Plan. 4 Provide refresher training to ensure that personnel are familiar with their
duties and responsibilities "

The licensee's REP training program was described in detail in EPIP 3100034E. In
Section 8.0, "Instructions”, some emergency response positions an4 the annual
training required for those positions were described. For most of the listed emergency
response positions, individuals were to receive "Emergency Plan familianzation
through review of selected Emergency Plan Implementing Procedures (EPIP)."

The annual REP training packages used in 1994 and 1995 to accomplish required
training were reviewed. For both years only the five following EPIPs were identified
as needing to be reviewed: EPIP 3100021E, "Duties and Responsibilities of the
Emergency Coordinator’; EPIP 3100022E, "Classification of Emergencies”,

EPIP 3100023E, "On-site Emergency Organization anc Call Directory”,

EPIP 3100032E, "On-site Support Centers", and EPIP 3100033E, "Off-site Dose
Calculations”.

As discussed in Section P5.1 above, not all personnel on the ERO received training
as was required. For those individuals who did receive training, the training consisted
of an assignment to read only the previously listed five EPIPs. A review of assigned
responsibilities and instructions in several selected EPIPs compared to the five EPIPs
included in the annual training package revealed that many personnel were not
receiving specific training on several of the procedures that they would be required to

Encilosure



P54

10

wnmmmmmmympomdmm.mmm
EHH.MMEROMMMWMEHP,mM
examples:

- EPIP 3100027E, "Re-entry” - Emergency Coordinator, Radiation Team Leader,
0SC Supervisor, Re-entry Team Supervisor, Re-entry Team Member, OSC
Status Boerd Keeper, and OSC Dose Recorder.

> EPIP 3100026E, "Criteria for and Conduct of Evacuation” - Emergency
Coordinator, Assembly Area Supervisor, and TSC Security Supervisor.

. EPIP 3100035E, "Off-site Radiation Monitoring" - Radiation Team Leader and
TSC Supervisor.

|nnddmontonotnooivin9mmalorannualmhwtgonauappuabbpfocodumbr
-mm.mmmmmwmmmMM
to procedures. For example, EPIP 310U026E was revised significantly in September
1994, and again in February 1995, No Jocumentation was available to indicate that
affected ERO personnel were informed of the changes made to the procedure.

Conglusion

The licensee's training program failed to include initial training and annual retraining
on all procedures required to be implemented by ERO personnel in several identified
positions. The licensee also failed to ensure that ERO personnel in several identified
positions were informed of relevant changes in EPIPs. This is Example 2 of an
apparent violation of the training requirements found in Section 7 of the REP.

In order to determine the state of the licensee's training program for emergency
response personnel, the inspectors reviewed the licensee’s training records
documenting completion of required training for 1984 and 1895, The inspectors aiso
reviewed a copy of the Scenano Roster Listing Duty Roster (autodialer database),
dated October ©, 1996, the Radiation Exposure Monitoring & Access Control System
(REMACS) Exposure Summary Report, dated October 11, 1996, and the Emergency
Team Roster, dated October 2, 199¢

. . i

REP Section 7.2.2, "Training of On-Site Emergency Response Organization
Personnel”, states in part, "For employees with specific assignments or authorities as
members of emergency teams, initial training and annual retraining pregrams will be
provided Training must be current to be maintained on the site Emergency Team
Roster” The ERO training program was described in detail in EPIP 3100034E.
Section 5 4.3 stated that the Protection Services Supervisor was responsible for:

Enciosure
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"Removing individuals who fail to maintain tra.ning qualifications for EPIP 3100023E,
"On-site Emergency Organization and Call Directory” and the FPL Emergency Recall
System (autodialer) database when notified by the appropricte department head or
the Training Department.” in EPIP 3100034E, Section 5.7 stated: "Department heads
responsible for personnel filling the following positions shall ensure that these persons
are currenily Radiation Control Area Training (RCAT) and respirator quaiified: (151)
QOSC HP Tech, ..., (161) OSC Electrician..."

A review of the licensee's training records for the year 1994 revealed that two
individuals filling the position of TSC Sacurnty Supervisor did not complete annual
retraining in 1984. These two individuals remained on the On-site Emergency
Organization and Call Directory for the year 1895 without having completed retraining
as needed.

in early February 1995, the licensee conducted an EP self-assessment. This self-
assessment identified that no documentation could be found for the qualifications of
the two individuals filling the position of TSC Security Supervisor. The licensee
initiated programmatic corrective action to ensure that training requirements were
properly maintained. The licensee's corrective actions were documsented in STAR
950157 which was closed on May 5, 1885

The Emergency Preparedness Functional Area Audit conducted between March 27,
1996 and August 14, 1996, Audit No. QAS-EMP-86-1, f~und that one individual filling
an OSC position as @ Mechanical Reentry Supervisor had not completed the annual
requalification training as required. The administrative systems failed to remove this
individua! from the ERO upon expiration of training requirements. Cormrective aciions
implemented by STAR 850157 were not successful in preventing recurrence of the
deficiency.

The Emergency Team Roster, dated October 2, 1996, issued by the Training
Department identified several individuals as not having curment respirator
qualfications. A review of the autodialer database, dated October 9, 1896, compared
to the REMACS Exposure Summary Report, dated October 11, 1996, revealed that
four individuals listed as (151) OSC HP Tech and two individuals listed as (161) OSC
Electrician were not respirator-qualified as they were required to be for their
respective positions. The four individuals listed as OSC HP Tech were identified in
the October 2, 1996, Emergency Team Roster as not having current respirator
qualification. The two individuals listed as OSC Electrician were not identified in the
October 2, 1996, Emergency Team Roster. Again the licensee's administrative
systems failed to remove these individuals from the ERO upon expiration of training
requirements.

Conclusion

For the calendar year 1985, the licensee failed to remove two individuals from the
emergency response organization who had not completed retraining &s required, and
whose qualifications had expired in 1984 The licensee aiso failed to remove six
individuale from the eme-gency team roster effective October 6, 1886, who had not
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Mmmdtoﬂlmponunmuquwmonuulmunoflmtm«
respirator qualifications to lapse. The licensee did not have an effective method of
omﬁedymmmmdmmmdwthoEROanmmmmum
training and qualifications. This is Example 3 of an apparent violation of the training
requirements found in Section 7 of the REP.

Quality Assurance in EP Activities

Corrective Action Program

inspection Scope (82701)

mmmnvmmmm'tmmmmmm:ndwmm
weaknesses and deficiencies in EP. This review included the evaluation of numerous
identified issues and their respective corrective actions in the CR, Plant Manager
Action item (PMAI), and EP Action systems.

- :  Fing)

Critique items from a site accountability drill conducted in September 1984 identified
problems with the audibility of the site-wide public-address system (Gaitronics), and
the need for the addition of an alert tone (alarm). The licensee initiated comective
actions for the addition of a new alarm under STAR 84110314. A request for
engineenng assistance (REA) 84-068-80 was issued to intiate the appropnate action
to result in installation of the new alarm. For unidentified reasons the REA was never
compbh&ypmoooud.thohcmmnotbudodbd.mdnomiommmbmmd.
in early 1996, STAR 94110314 was closed and transferred 10 PM96-03-247 (in the
FPMA! system) for administrative reasor.. -ue to discontinuance of the STAR program.
Subsequently, the licensee discovered that REA 94-068-80 had not been
implemented. A new REA (REA 96-084) was issued on September 16, 1896 to
inmmomwactmmtonwmmmmlndmunmwmwmm
new alarm. This item has been budgeted by Maintenance for 1887,

The licensee initiated comective actions to verify the audibility of the Gaitronics system
under STAR 84110315 The licensee identified that this issue was similar to a
previously addressed issue identified in NRC Bulietin 78-18, conceming the audibility
of alarms in high-noise areas. The licensee had responded to the NRC on
September 21, 1978, indicating that the site was then in compliance with

Bulletin 78-18. In earty 1896, STAR 94110315 was ciosed and transferred to PM86-
02-423 for administrative reasons (i.e., discontinuance of the STAR program). As of
November 1. 1996, the licensee had not completed action to resolve the issue of
audibility of the Gaitronics system throughout the site.

in February 1985, an NRC inspection identified apparent performance problems with
respect to the 15-minute requirement for notification of the State of Flonda following
an emergency declaration (see Paragraph 5 of NRC Inspection Report

Nos. 50-335/95-03 and 50-380/85-03). As documented in that report, the inspector
observed two drills conducted in the Control Rcom simulator as part of the Licensed
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Operator Requalification (LOR) Training Program. The time penods required to begin
the State notifications were 27 and 26 minutes, well beyond the 15-minute critenon.
The report documented the licensee's initiation of STAR 850172 to track appropriate
follow-up and corrective actions for this issue. Although the STAR was subsequently
closed after modifications to EPIP 3100021E and the training in this area, problems
with notifications continued to be raised by licensee personnel during LOR training.
The issue was formally identified again in CR 86-1465, which was initiated by a
member of the Operations staff on June 19, 1996. The inspector's review of this
issue determined that the licensee's past practice of conducting most drills and
oxorehosduﬂmmmalworkinghounhldpnmmnﬂﬁauonoflpmbhmm
Control Room staffing. Under such conditions, it was legitimate for an "extra” Nuclear
Plant Supervisor (NPS) to appear in the Control Room immediately after the drill or
exercise commenced to assume a position called NPS Communicator. This extra
NPS was not typically onsite during off-hours, and would not be readily availabie to
serve as NPS Communicator. During the current inspaction, the licensee decided to
train a pou! of knowledgeable personnel in the Rotating Maintenance Shift Supervisor
position to serve as offsite communicator following an emergency declaration.
mmnupmlmdmltmbmmchmmwwbomﬁul.itnpmum.d.n
instance of untimely root-cause identification and ineffective management oversight of
EP problem resolution.

in late July and early August 1905, the St. Lucie site and adjacent areas were
affected by Humicare Enn. As a result of the hurricane, the licensee declared a
Notification of Unusual Event in accordance with established procedures. Subsequent
to the event, the licensee developed a draft critique of the site's response to Humcane
Erin. A total of 50 recommendations for comective actions were identified in the draft
critique.  Some exampl - of these comective actions included the following: identifying
numcane-safe structu: . onsite and a plan for positioning personnel in those
structures; designating an onsite individual to ronitor the hurricane path; and
establishing a consistent staffing policy. This draft critique was never finalized and
issued by licensee management to assure that corrective actions were taken following
the event Humcane Bertha threatened the St. Lucie site in early July 1996, after
which the licensee agan prepared a Lntique of its response actions. A total of

17 recommendations for corrective actions were identified in the draft critique for
Humicane Bertha. On August 23, 1996, the draft critiques for Humcane Enn and
Bertha were communicated by memorandum to the Vice President - St. Lucie Plant.
As of November 1, 1996, the licensee had inftiated comective actions for some nf the
issues identified in the cntiques  Licensee management acknowledged that necessary
corrective actions denving from the Humcane Ernn critique should reasonably have
been completed by June 1, 1886, which was the beginning of the 1896 humcane
season

Conclusions

The inspectors concluded that icensee management failed to ensure the
implementation of timely comective actions for certain emergency preparedness
deficencies and weaknesses. The significant examples identified were: (a) failure to
address concems in a timely manner regarding the audibilty of the Gaitronics (or
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MMOM)MWMW'1M; (b) failure to provide
Mmmwm-qmbbwhrnwﬁuﬁondm
State of Florida within 15 minutes of an emergency declaration; and (c) failure to
mmmmmmmmm.ndmmmw
the esitique of the Hurricane Erin response in August 1995 These issues are
MWumEPPmmmwum.mdwmboWulmm
Follow-up Item (IFI) 50-335, 50-388/96-18-06: Untimely corrective actions for some
EP deficiencies.

Audits
Inspection Scope (82701)

Mmmm-wndmommncymmmnmmmumtobo
performed at least annually by REP Section 7.3.4 and 10 CFR 50.54(t). The following
auditnpo«:mnvbmdmddwmhbmunmmﬁvu:

» Quality Assurance Audit Report QSL-OP5-84-06, dated June 6, 1984
. Quality Assurance Audit Report QSL-OPS-85-07, dated June 16, 1995
> Quality Assurance ' udit Report QAS-EMP-96-1, dated August 16, 1976

: | Fin

The audits were conducted annually as required and addressed applicable emergency
preparedness program areas. The audits focused on verification of compliance with
NRC requirements and the REP. The incpectors reviewed audit checklists and found
the'n adequate. No significant findings were disclosed by the 1984 and 1885 QA
a.dits. The 1996 audit identified three findings, all of which were similar to the
violat:ons or weaknesses documented in this report. The report summary stated that
"The findings in this audit indicate a decline in St. Lucie readiness and Emergency
Preparedness program effectiveness.”

From discussions with licensee personnel and review of applicable documentation, the
inspectors determined that the auditors had appropriate training and qualifications to
perform EP audits

Conclusions

The audit program met required frequencies, and the audits were adequate and
performed in accordance with regulatory requirements.
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MANAGEMENT MEETINGS
Public Exit Meeoting Summary

The inspectors presented the inspection resulte (substantially as delineated in the
Executive Suminary) to members of the lice,'see management ¢ nd the public at the
conciusion of the inspection on November 1, 1386, The licensee acknowledged the
findings without dissenting comments

Follow-up Management Meetings via Teleconferuive

On November 14, 1996, a follow-up teleconference between Mr. J. Scarola, Plant
Manager, and Mr. E. Merschoff, Director, Division of Reactor Projects, NRC Region I,
was conducted to discuss the issue regarding qualification of ERO personnel through
drill andior exercise participation (Paragraph P5.2). The licensee committed to
provide additional written information relative to this matter by November 20, but this
date was later changed to November 25, 1996 at the licensee’'s request. The subject
information was not factored into this report.

On November 25, 1996, a follow-up teleconference between Mr. A. Stall, Vice
President - St. Lucie Plant, and Mr. K. Barr, Chief, Plant Support Branch, NRC
Region |I, provided licensee management with ti.e final categonzation of inspection

findings as delineated in the Executive Summary of this report. The most significant
change from the findings as presented during the exit meeting of November 1 was the
addition of an apparent deviation

On Nove~ber 26, 1996, a follow-up teleconference between Mr. A Stall, Vice
Presiden - St. Lucie Plant, and Mr. K. Barr, Chief, Plant Support Branch, NRC
Region |i, informed licensee management that an issue previously identified as an
Unresolved Item had been categorized as an apparent violation (Section P3.2 of
inspection report)




PARTIAL LIST OF PERSONS CONTACTED

M. Alien, Training Manager

G Casto, Emergency Preparedness Supervisor
R. Dawson, Protection Services Supervisor

D. Fadden, Services Manager

D. Mothena, Manager, Plant Services (Corporate)
J. Scarola, Plant General Manager

A. Stall, Vice President - St. Lucie Plant

E. Weinkam, Licensing Manager
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INSPECTION PROCEDURES
IP 82701: Operational Status of the Emergency Preparedness Program

[TEMS OPENED, CLOSED, AND DISCUSSED

Qpened
50-335, 50-389/96-18-01

50-335, 50-389/96-18-02

50-335, 50-386/06-18-03

50-335, 50-3688/96-18-04

50-335, 50-389/96-18-05

50-335, 50-389/96-18-06

EEI

EEI

EEI

EEI

URI

IFl

ERO augmentation scheme not maintained
adequately (Section P2.1)

Deleted TS not relocated to Security Pian and
REP (Section P3.1)

Inadequacies in certain Emergency Plan
implementing Procedures (Section P3.2)

Training program not adequately irnplemented
(Section PS)

ERO personnel not qualified through driilexercise
participation (Section P5.2)

Untimely corrective actions for some EP
deficiencies (Section P7.1)

Enciosure



CFR
CR

EE!
EOF
EP
EPIP
ERF
ERO
FPL
GL
IF|
LOR
NPS
NRC
0sC
PMAI

RCAT
REA
REMACS
REP
STAR

TS

TSC

URI
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LIST OF ABBREVIATIONS USED

Code of Federal Regulations
Condition Report

Duty Call Supervisor
Escalated Enforcement tem

Emergency Plan implementing Procedure
Emergency Response Facility

Emergency Response Organization
Fiorida Power and Light Company
Generic Letter

Inspection Follow-up item

Licensed Operator Roqualification
Nuciear Plant Supervisor

Nuclear Regulatory Commission
Operational Support Center

Plant Manager Action ltem

Quaiity Assurance

Radiation Control Area Training

Request for Engineenng Assistance
Radiation Exposure Monitoring & Access Control System
Radiological Emergency Plan

St. Lucie Action Request

Technical Specification

Technical Support Center

Unresolved Item

Enclosure
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November 26, 1996
EA 96-457

Fiorida Power & Light Company
ATTN: T. F. Plunkett

President - Nuclear Division
P. O. Box 14000
Juno Beach, Florida 33408-0420

SUBJECT. NRC SPECIAL INSPECTION REPORT 50-335/96-22, 50-3898/96-22
Dear M:. Piunkatt:

On October 18, 1996, the NRC completed a special inspection of engineering
activities at your St. Lucie 1 and 2 facilities. A final exit briefing was held via
telephone with members of your staff on Novemuver 25, 1996, to clarify the apparent
violations identified during the inspection. “he enciosed rzport presents the results of
that inspection. Areas examined during the inspection are identified in the report. .
Within these areas, the inspection consisted of selective examinations of procedures
and representative records, plant drawings, and engineering evaluations.

Based on the results of this inspection, three apparent violations were identified anc
are being considered for escalated enforcement action in accordance with the
"General Statement of Policy and Procedure for NRC Enforcement Actions”
(Enforcement Policy), NUREG-1600.

The first apparent violation invoived the failure to establish design control measures
in accordance with 10 CFR 50, Appendix B, Criterion |ll. Specifically, a failure to
translate design requirements into drawings and a failure to provide independent
review for identification of this error resulted in miswiring of excore nuclear
instrumentation. Similarly, a failure to compensate for a physical shift in the reactor
core midplane in the software used for calibration of incore nuclear instrumentation
and a failure to provide independent review for identification of this error resulted in
improperly calibrated, safety related instrumentation being placed in service.

The second apparent violation involved your failure to verify and validate properly the
software used for calibration of incore nuclear instrumentation as required by plant
procedures. Specifically, results produced by new BEACON software were not
compared with results from the functionally equivalent and previously vaiidated

IMPAX software. This comparison might have identified the design error conceming
core midplan offset.

I S
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The third apparent violation invoived the failure of your plant staff to prepare a
Condition Report as required by plant procedures when markings for electrical
terminal connectors on a replacement excore neutron detector were found to be
different from existing cable markings. The wires were connected incorrectly, and the
miswired detector was placed in service before the error was identified. A Condition
Report on the marking error would have provided an independent review of this
discrepancy and might have prevented the installation error.

With regard to the first two apparent violations, we are concerned about the failure of
your design control process and about the potential impact of this failure implies on
other design products. We are also concerned that the miswiring and calibration
errors were not identified earlier based upon questions raised by control room
operators. With regard to the third violation, we are concerned that a Condition
Report was not written when the marking discrepancy was discovered and about the
potential impact on quality if Condition Reports have not been written as required for
other discrepant conditions.

A predecisional enforcement conference to discuss these apparent violations has
been scheduled for December 10, 1996. The decision to hold a predecisional
enforcement conference does not mean that the NRC has determined that a violation
has occurred or that enforcement action will be taken. This conference is being held
to obtain information to enable the NRC to make an enforcement decision, such as a
common understanding of the facts, root causes, missed opportunities to identify the
apparent violations sooner, corrective actions, significance of the issues and the need
for lasting and effective corrective actions. In addition, this is an opportunity for you
to point out any errors in our inspection report and for you to provide any information
concerning your perspectives on 1) the severity of the violations, 2) the application of
the factors that the NRC considers when it determines the amount of a civil penalty
that may be assessed in accordznce with Section VI.B.2 of the Enforcement Policy,
and 3) any other application of the: Enforcement Policy to this case, including the
exercise of discretion in accordarce with Section VI,

You will be advised by separate correspondence of the resuits of our deliberations on
this matter. No response regarding these apparent violations is required at this time.
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In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice,” a copy of this
letter and its enclosures will be placed in the NRC Public Document Room (PDR).

Sincerely,

ORIGINAL SIGNED BY
ALBERT F. GIiBSON FOR

Albert F. Gibson, Director
Division of Reactor Safety

Docket Nos. 50-335, 50-3898
License Nos. DPR-67, NPF-16

Enclosure: Inspection Report 50-335/96-22, 50-389/96-22

cc wiencl:

J. A. Stali

Site Vice President

St. Lucie Nuclear Plant

P O Box 128

Ft. Pierce, FL. 34954-0128

H. N. Paduano, Manager
Licensing and Special Programs
Fir ida Power and Light Company
P. O. Box 14000

Juno Beach, FL 33408-0420

J. Scarola

Plant General Manager

St. Lucie Nuclear Plant

P. O. Box 128

Ft. Pierce, FL 349854-0128

E. J. Weinkam

Plant Licensing Manager
St. Lucie Nuclear Plant

P O. Box 128

Ft. Pierce, FL 34954-0218

(cc wiencl cont'd - See page 4)
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(cc wiencl cont'd)

J. R. Newman, Esq.
Morgan, Lewis & Bockius
1800 M Street, NW
Washington, D. C. 20036

John T. Butler, Esq.

Steel, Hector and Davis

4000 Southeast Financial Center
Miami, FL 33131-2308

Bill Passett:

Office of Radiation Control

Department of Health and
Rehabilitative Services

1317 Winewood Boulevard

Tallahassee, FLL 3238698-0700

Jack Shreve, Public Counsel

Office of the Public Counse!

c/o The Fiorida Legislature

111 West Madison Avenue, Room 812
Tallahassee, FL 32399-1400

Joe Myers, Director

Division of Emergency Preparedness
Department of Community Affairs
2740 Centerview Drive

Tallahassee, FL 37.398-2100

Thomas R. L. Kindred
County Administrator
St. Lucie County
2300 Virginia Avenue
Ft. Pierce, FL 34082

{cc wienc! cont'd - See page 5)



FP&L

(cc w/enc! cont'd)

Charles B. Brinkman

Washington Nuciear Operations

ABB Combustion Engineering, Inc.
12300 Twinbrook Parkway, Suite 3300
Rockville, MD 20852

Distribution wiend!

Lieberman, OE
. Summers, OE.EA file (2 LTRHD)
A Julian, RN
. A. Wiens, NRR
R. Crowley, Ril
W. H. Rankin, Rl
S. H. DuBose, RII
PUBLIC

Drowes

NRC Resident Inspector

U.S. Nuclear Regulatory Comm.
7585 South Highway A1A
Jensen Beach, FLL 349857-2010

*FOR PREVIOUS COHCURREMCE SEE ATTACHED SWEET

geeacs 1 RLLORe RLLOR? RLLIBS RLLORS RLLDRP RILEICS
SIGNATURE
wame | *Clasto *CRano -l ler *)York *Clultan *Buryc
DATE 12 / / 9% 12 / / 9 12 / / 9% 12 / ! 9% 12 / /% 12 / 9%
copy? YES LY YES N0 YES NO YES W YES %0 YES N




FPAL

(cc wienc. wont'd)

Jack Shreve, Public Counsel

Office of the Public Counsel

c/o The Florida Legisiature

111 West Madison Avenue, Room 812
Tallahassee, FL. 323896-1400

Joe Myers, Director

Division of Emergency Preparedness
Department of Community Affairs
2740 Centerview Drive

Tallahassee, FL. 32388-2100

Thomas R. L. Kindred
County Administrator
St. Lucie County
2300 Virginia Avenue
Ft. Pierce, FL 34982

Charles B. Brinkman

Washington Nuciear Operations

ABB Combustion Engineering, Inc.
12300 Twinbrook Parkway, Suite 3300
Rockville, MD 20852

E

. Lieberman, OE
_ Summers, OE.EA file (2 LTRHD)
. A. Julian, RIV

R.

G

. A. Wiens NRR
. R. Crowiey, Rl
W. H. Rankin, RIl
S. H..DuBose, RII
Pl:!BLIC

orOm

NRC Resident Inspector

U.S. Nuclear Regulatory Comm.
7585 South Highway A1A
Jensen Beach, FL 34857-2010

(e %‘

BLL08< 8L

MLL m_’gg 'L?L
CCasto 540‘( C-:n 1

gt S 145

9 n/§/96 11/21'96,17//96

Copy? 55 )

neyYDsse | o
*
-

YES N YES NO YES L 1]



U.S NUCLEAR REGULATORY COMMISSION
REGION I

Docket Nos: 50-335, 50-389
License Nos: DPR-67, NPF-16

Report No:  50-335/86-22, £0-380/96-22
Licensee: Flonda Power & Light Co.
Facility: St. Lucie Nuclear Plant, Units 1 & 2

Location: 9250 West Flagler Street
Miami, FL 33102

Date: November 26 19986

Inspectors: J York, Reactor Inspector
C. Rapp, Reactor Inspector
M. Miller, Senior Resident Inspector

Approved by C. Casto
Chief, Engineenng Branch
Division of Reactor Safety

Gt Fo 86~ o

Enclosure



EXECUTIVE SUMMARY

St. Lucie Nuckar Plant, Units 1 & 2
NRC Inspection Report 50-335/96-22, 50-389/96-22

This special ingpection was conducted to evaluate the modification of the excore Linear
Nuclear instrumentation drawers which resulted in these drawers being cross wired because
of design: control problems. This condition was also complicated by reversing the leads on a
detector that was being replaced dunng a maintenance activity. While assessing the safety
significance of the event, another design control problem and a procedural compliance
probiem were identified. This inspection resulted in identification of three apparent violations:

The first apparent viciation involved the failure to establish design control
measures in accordance with 10 CFR 50, Appendix B, Criterion lil.
Specifically, a failure to translate design requirrments into drawings and a
failure to provide independent review for identification of this error resulted in
miswiring of excore nuclear instrumen‘ation. Similarly, a failure to compensate
for a physical shift in the reactor core midplane in the software used for
calibration of incore nuclear instrumentation and a failure to provide
independent review for identification of this error resulted in improperty
calibrated, safety related instrumentation being placed in service.

(paragraphs £1.1.b.1 and £E1.1.b.2).

The second apparent violation involved your failure to venfy and validate
properly the software used for calibration of incore nuclear instrumentation as
required by plant procedures. Specifically, results produced by new BEACON
software were not compared with results from the functionally equivalent and
previously validated IMPAX software. This companson might have identified
the design error concerning core midplan offset. (paragraph E1.1.b.2).

The third apparent violation invoived the failure uf your plant staff to prepare a
Condition Report as required by plant procedures when markings for electrical
terminal connectors on a replacement excore neutron detector were found to
be different from existing cable markings. The wires were connected
incorrectly, and the miswired detector was placed in service before the error
was identified A Condition Report on the marking error would have provided
an independent review of this discrepancy and might have prevented the
instaliation error.  (paragraph M1.1.b).



Report Details

E1 Conduct of Engineering (37550)
E1.1  Design Control of Nuclsar Instrumentation Modification

a.  Inspection Scope

The inspectors reviewed activities associated with the plant modification used to
replace the Linear Nuclear instrumentation (NI) drawers located in the Unit 1 control
room. This modification resulted in NI channels A, B, C, and D being cross wired due
to a design error. This review included evaluations of the root causes, pnor
opportunity and safety significance from a core physics point of view.

b. Observations and Findings

The St. Lucie Unit 1 Nuclear Instrumentation (NI) Systemn is designed to employ a
total of 10 detectors, all located external to the reactor vessel, as described below:

Detector Types Channel Purpose Associated RPS Trips

1,2,.3, 4 Fission Chamber Wide Range High Rate of Change

Logarithmic Detection
5678 Uncompensated Linear Safety Related | « Vanable High Power
lon Chamber Detection * Therma! Marain/Low

Pressure
» Local Power Density

e
e 10 Uncompensated Linear Non-Safety None
lon Chamber Detection (control

channels)

Detectors 5 6, 7, 8, © and 10, above, are designed wnii 2 axially distinct + stectors
each, forming single detector assemblies to allow for the detection of pow  Tractions
in the upper and lower axial halves of the core. The signals from the upp. =nd lower
lalves of each of these detectors are summed to form a total power signai rom each
detector. The upper and lower halves are also combined electronically to develop an
Axial Shape index (AS!) signal consistent with the equation

ASI = (Lower Detector Power - Upper Detector Power)
(Lower Detector Power + Upper Detector Power)

ASi is used in the control of axial ccre power distribution by operators and to provide
inputs to Thermal Margin/Low Pressure (TM/LP) and Local Power Density (LPD)
Reactor Protection System (RPS) trips. Each of the 4 linear safety related detectors
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feeds an individual RPS chanr~|, and the RPS trips the reactor on a 2-out-of-4
coincidence for a given trip (e.g. TM/LP).

The purposes of the TM/LP trip are to prevent exceeding Departure from Nucleate
Boiling (DNB) limits and to provide a low pressure reactor tnp in the event of a loss of
coolant accident. The trip setpoint itself is designed to be a reactor coolant system
(RCS) pressure limit, set at the higher of 1750 psia or a pressure setpoint calculated
by the core protection calculator based upon RCS temperature conditions, reactor
power, and power distribution (expressed by the AS| signals generated by detectors 5,
6, 7. and 8). The TMLP trip is required per Technical Specifications (TS) Table 2.2-
1, with setpoints adjusted to agree with Figures 2.2-3 and 2.24 of TS. TS Tabis 3.3
1 requires thet at least 3 operable RPS channels provide this trip function at or above
1% thermal power.

The purpose of the LPD trip is to prevent peak local power density in the fuel from
exceeding 21 kw/ft, thus assuring that the melting point of the fuel will not be reached
dunng anticipated operational occurrences. The trip is designed to be initiated
whenever axial power offset, as indicated by AS|, exceeds either a high or a low
calculated setpoint. The LPD trip is required per TS Table 2.2-1, with setpaints
adjusted to agree with Figures 2.2-3 and 2.2-4 of TS. TS Table 3.3-1 requires that at
least 3 operable RPS crannels provide this trip function at or above 15% thermal
power.

Each inear NI detector assembly is cylindrical in design, with the two detectors
located axially adjacent to one another. The signal cables for each detector assembly
(which transmit output from both detectors) exit the assembly from one end of the
cylinder Each detector s installed in a cylindncal housing external to the reactor
vessel in positions spaced radially about the vessel to ensure that all quadrants of the
core are monitored.

The signal cables for the detectors instalied in Unit 1 had been labeled by the vendor
as "TOP SIG" and "BOT SIG." indicating output for each detector in the assembly.
This labeling scheme assumed that each assembly was instalied in its housing
oriented such that the signal cables exited the top of the assembly. However, the St.
Lucie design is such that the detector assemblies are installed with the signal cabling
exiting the assembiies from the bottom, making the “TOP SIG" signal cable
correspond to the detector monitoring the bottom half of the core, and vice versa.

Dunng the most recent Unit 1 outage, the licensee elecied to replace their existing NI
circuitry with a new system developed cooperatively with Gamma-Metrics. The scope
of the change included new NI drawers for all four RPS channels and new wide range
detectors. Dunng the outage, unrelated to this modification, uncompensated ion
chambers (UICs) were replaced in RPS channel B (detector 6) and in the control
channe! detector 9 location.

On July 30, 1996, St. Lucie Unit 1 was operating at approximately 100 % power when
reactor engineernng was analyzing the data taken dunng power ascensicn and noted
an anomaly in the results. The data indicated three of the four excore inear detectors
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measured core power moving to the top of the core during power ascension. This
was an unexpected phenomena and did not agree with the trend of the power moving
to the bottorn of the core indicated by RPS Channel B Linear Range Detector, Control
Channel #9 Linear Range Detector, and the BEACON Core Power Distribution
Monitoring System. Evaluation of the data collected indicated that RPS Channels
A.C.and D could have reversed (rolled) ieads of the top and bottom chambers input to
the RPS drawers.

At 1:00 p.m. the same day, Unit 1 operators were informed of these conditions and
immediately declared the A, C, and ) channels out-of-service (OOS), which placed
the unit in TS 3.0.2 due to 3 of 4 RPS channels for TMLP and LPD being inoperable.
The inspector responded to the control room and found that leads were being
reversed on the A and C channeis in an attempt to restore the channeis to operability.
Reactor Engineering support was available, with new NI gain values being calculated
in support of I&C as the leads for the affected channeis were properly aligned. At
1:50 and 2:00 p.m., work was compieted on the A and C channels, respectively, and
operators drove CEASs into the core to verify proper AS| response. The inspector
verfied that proper channel response occurred, and the A and C channels were
declared operable at 2:00 p.m., leading to an exit from TS 3.0.3.

Evaluation of Root Cause

in reviewing the issue, the licensee determined that all four safr (y related NI channels
had been connected to the NI drawers in the RPS cabinets with the upper and lower
detector inputs reversed. These field errors resulted from errors in the associated
Control Wiring Diagrams (CWDs); that is, the detectors were connected at the NI
drawers in conformance with approved engineenng drawings. The drawings were
prepared and approved with errors in the designation of connection points to the NI

drawers. The emant drawings were a part of the Plant Change/Modification (PC/M)
package which replaced the NI drawers.

In addition to the winng errors described above, the licensee determined that NI
detectors 6 (associated with RPS channel B) and 9 (one of two control channels) were
miswired at the detector ends (in containment), which resulted in RPS NI channel B
indicating correctly (as the error at the detector end cancelied out with the error at the
NI drawer) and the control channe! indicating incorrectly. The miswiring at the
detectors was the result of errors made by maintenance personnel during instaliation.

As a resunt of the caficiencies described above, the licensee performed a root cause
gvntumon. The inspectors reviewed the evaluation, discussed the events with the
licensee and performed independent reviews of documentation associated with the NI
modification. The results of these activities are described below.

The licensee's root cause effort determined that, during the preparation of PC/M 96-
008-185, "RPS NI Drawer Replacement,” a lack of available vendor information (in the
form of approved technical manuais and drawings) forced design personnei to develop
drawings based on assumptions generaily denved from a similar modification made to
Unit 2 during the most receid Unit 2 outage. As 2 result, CWDs JPN-009-195-002
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(providing wining instructions for RPS channel A), JPN-008-185-004 (providing wiring
mstructions for RPS channel B), JPN-008-195-006 (providing wiring instructions for
RPS channel C), and JPN-009-195-008 (providing wiring instructions for RPS channe!
D) were modified showing upper and lower detector cable connections at each
respective drawer which were in confiict with the intemal wiring of the drawers which
were 10 be installed (i.e. field cables for the upper deiectors were fed to the drawers’
lower inputs and vice versa).

Beyond the assumption of similarity between units, the licensee found that the
verification process for the draws.'s in question contained weaknesses that resulted
in a failure to identify the condition. Specifically, the licensee found that the drawings
were prepared by a Lead Designer (draftsman) based on inputs from the Lead
Engineer (having responsibility for developing the modification package). The
drawings were then checked by a second Designer, constituting (essentially) a
drafting check. The drawings were then reviewed and approved by the Lead
Engineer and approved by the Lead Engineer's Supervisor.

The licensee found that this process differed from the approva! process for the
modification package, which was independently reviewed by a second engineer.
However, the licensee pointed out that the package review did not include a point-to-
point winng check of the affected drawings. The licensee found that the method and
sequence of verification described appeared to meet the requirements of Quality
Instruction (Ql) 1.7, dated Juiy 5, 1895, "Design Input/Verification,” but that the
method revealed a weakness of the process.

While the subject drawings were approved without having approved vendor technical
manuais (VTMs) available to support the review, the licensee had placed a hoid on
the PC/M completion pending receipt of the vendor documents. Upon receipt, the
VTM and other vendor documerits were to be incorporated into the PC/M via Change
Request Notification (CRN). However, when the documents were received, the
licensee stated that they were not reviewed against other package drawings, thus, the
winng designation discrepancy was not identified.

The licensee identified an additional weakness in the amount of time available to
verifying engineers. Specifically, the licensee stated.

“The total U1 project man-hours through May 1996 was approximately 1150
man-hours. For scoping and scheduling purposes on a critical complex
project, 30% of a projects [sic) total man-hours shouid be allocated for
verification activities. This should have accounted for a few hundred man-
hours. The verifying Engineer on the Engineering Package charged a total of
40 man-hours to the project, 15% were on overtime. The verifying Engineer
on the CRN charged a total of 6 hours to the project. This relatively small
amount of time spent on verification is due to project delays due to supporting
unanticipated outages, the number of large projects being worked coincidently
[sic] in PEG I&C...and the available resources...”

The inspectors reviewed these licensee-generated findings for comectness
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The inspector concluded that the licensee's review of the hours spent (or lack thereof)
mmmdmwmmmamnmmmmw
process. However, the inspector found that, in focusing on ”. moamountofhmo
onubb(mamc]tomnmsngmnwpom"nnm " the
licensee failed to identify the larger issue of ensunng that verifications are not
curtailed due to schedular constraints.

The inspectors reviewed CWDs prepz ed with the PC/M package and found the
licensee’'s conclusions on the reasons for the field miswiring to be correct. The
inspectors noted that the licensee's conclusion that the drawings hac received an
inadequate indenendent verification was comect; however, the inspectors disagreed
with the conclusion that the venfication process as performed met the requirements of
the applicable Quality Instruction (QI).

The inspectors concluded that the subject QI was of sufficient clarity to ensure an
appropnriate review. Specifically, the QI, when taken as @ whole, required that an
engineer (not the designer) perform an independent review of design output
documents (e.g. drawings) to ensure agreement with design inputs (in the case of the
subject PC/M, the Gamma-Metncs VTM). Contrary to these requirements, the
licensee chose to approve the subject CWDs when no approved design input
document was available against which the output could be reviewed and aliowed the
review to be performed without the required level of independence. Further, when the -
approved design input was available, the licensee failed to perform necessary reviews
to ensure agreement between vendor-generated documents and existing licensee-
generated drawings.

Specifically, QI 1.7. Revision 1, "Design Input/Verification,” included the following:

. Section 5.3 stated that "Design verification is required for...approved design
output documents.. "

. Section 5.5 stated that "Design verification shall normally be performed by an
engineer competent in the discipiine/area of expertise, other than the orniginator
of the design. The design verifier shall have remained independent of the
overall design process "

Contrary to this section, the verification for the subject CWDs were not
performed by an engineer independent of the design process.

. Section 5 6(2) stated that "Design verification should normally be complete,
commensurate with the state of design activity, pnor to release of associated
design output documents to the plant "

Contrary to this section, the design verification process was never completed in
that the VTM was never reviewed against the CWDs which delineated
(erroneously) NI winng
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. Section 6.0 stated that "Records of design input and verification activities shall
be retained as QA records..."

Contrary to this requirement, the iicensee could not produce records of design
inputs to the CWD revision process, stating that the design inputs wouid have
been the VTMs, which were not available in an approved form while the
subject CWDs were being approved.

One of the action items to prevent recurrence was to check all open I&C and electrical
PC/Ms to see if all the drawing approval signatures couid qualify as independent
verifiers. The licensee found three out of eight open modifications where a lack of
independence existed. Two of these modifications were eiectncal and one was 1&C.

10 CFR 50, Appendix B, Critenon lil, Design Controi, requires, in part, that measures
be established to ensure that the design basis is correctly transiated into drawings
and that design control measures provide for verifying the adequacy of the design by
individuals other than those who performed the onginal design. The inspectors
concluded that the licensee's failure to impiement the salient aspects of instruction QI
1.7 adequately in this issue collectively represented a failure to satisfy Appendix B
requirements and, as such, represented an example of an apparent violation (EE| 50-
335/96-22-01, "Failure to Control Design Processes for Nuclear Instrumentation
Modifications™).

instzliation of N r

The licensee had instalied a new in-core flux monitonng system (BEACON) during this
refueling outage to repiace the older in-core flux monitonng system (IMPAX).
BEACON provided several significant improvements over IMPAX, the most significant
being reduced time to analyze SAF test data. This improvement aided reactor
engineenng in identifying the NI problem and initiating prompt corrective actions.

Dunng power operations, reactor engineenng used BEACON to obtain the actual in-
core flux profile. The actual in-core flux profile was then used to venfy compliance
with Technical Specifications (TS) and provide calibration information for the excore
NIS drawers. As part of this routine surveillance, reactor engineenng compares actual
in-core flux profile to the in-core flux profile predicted by the core design code.
Reactor engineering noted iarger than normal errors between actual and predicted in-
core flux profile. Because BEACON used the same neutronics engine as used in the
core design code to generate in-core flux profiles, reactor engineering could not
explain the error and notified the corporate core design engineers. As part of the
process to resoive these errors, it was discovered that a simplifying assumption, used
to overcome limitations of IMPAX. was not accounted for in the onginal design of
BEACON. This simplifying assumption was used because the licensee had changed
the fuel design to incorporate a longer end cap to prevent debris induced fuel failures.
This longer end cap raised the overall core height by 2.64" causing an offset between
detector midplane and actual core midpla~~. IMPAX assumed detector midplane was
along core midpia e and could not acconwnodate the 2 64" offset. Therefore, the
licensee after discussion with the fuel vendor (Siemans), used this simplifying
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assumption to lower the core midplane by 2.64" so that final design output would be
Monneodtodohctormndmne not core midplane. However, the engineer prepanng

the design input for BEACON was not aware of this simplifying assumption;
consequently, BEACON was referenced to core midplane resulting in an increased
error between the core design predicted in-core flux profile and actual in-core flux
profile.

The licensee's root cause evaluation concluded lack of cross-discipiine review was the
significant contributor to this design error. The inspector reviewed the licansee’s root
cause evaluation and concurred with the licensee's conclusion. Engineenng Quality
Instructions . 41) 1.7, Design Input/Verification, dated July 5, 1995, states in part that
“Design verification is the process whereby a competent individual, who has remained
independent of the design process, reviews the design inputs, ... and design output to
venfy design acequacy. This independent review is provided to minimize the
likelihood of design errors in items that are important to nuclear safety” Contrary to
this requirement, the design inbuts were not adequately reviewed by an independent
individual in that the core midplane offset was not identified as a necessary design
input for BEACON. This failure to perform an adequate independent design review for
the BEACON system is identified as example two of an apparent violation (EE| 50-
335/96-22-01, "Failure to Control the Design Process According to the Requirements
of 10 CFR 50, Appendix B, Criterion I11," EA 86-457).

Evaluation of Safety Consequences

The safety significance cof reversing the detector inputs to the NIS drawers
substantially reduced the safety margin between the Thermal Margin/Low Pressure
(TM/LP) tnp setpoint and the analysis limit even considernng the increased TM/LP
margin to the trip setpoint due to actual core operating conditions. The safety impact
of the failure to identify the core and detector midplane offset on TM/LP or Linear
Power Density (LPD) safety limits was minimal.

It was aiso identified that BEACON was placed into service on Unit 1 without any
benchmarking against IMPAX, the on-line core performance monitoring code BEACON
was replacing. Instead. BEACON was installed on Unit 2 and benchmarked against
CECORE. which did not require any modifications to accommodate the core midplane
offset. Technical Specification 6.8, Procedures and Programs, paragraph 6.8.1
requires in part that written procedures recommended in Appendix A of Regulatory
Guide 1.33 revision 2, February 1978, shall be established and implemented.
Engineenng Quality Instruction (Q1) 3.7, Computer Software Control, Revision 1,
Section 5.4 requires that SQA1 software shall be validated and verified (V&V'ed) in
accordance with Section 56 Section 5.6 states that new software shall be V&V'ed
pnor to use. The V&V process includes the use of test cases to ensure the new
software produces correct results. Item 4 of Section 5.6 states that technical
adequacy shall be determined by comparing the test case to results from altemnative
methods such as functionally equivalent and previously validated software. In the
case of BEACON, IMPAX would have been functionally equivalent scftware
Benchmarking BEACON against IMPAX might have identified the design error
concerning core midplane offset because the two codes would not have yielded the
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same results. Contrary to this requirement, BEACON was placed into service on Unit
1 without benchmarking against IMPAX. This is identified as an apparent violation
(EEI 50-335/96-22-02, "Failure to Follow Procedure According to Technical
Specification Sec. 6.8 for Placing the BEACON System in Service,” EA 96-457).

Prior Opportunities to identify

Inspection Scope

The inspectors reviewed the subject event and activities preceding its identification to
determine whether the licensee had opportunities to identify the miswinng of Mi
drawers sooner.

: . Fing)

The inspector reviewed QA Audit Report QSL-PM-96-17, July/August 1896, which
included, in PMON 86-052, a review of the iicensee's performance with respect to
design control for the subject PC/M. The QA review concluded that the licensee's
engineenng, maintenance and QA organizations were not sufficiently sensitive to the
waming signs of a breakdown of the quality program. Indicators of problems cited in
the QA report included:

. Vendor difficulties in meeting fabrication schedules

. Loss of the project's Lead Engineer four months prior to implementation

. installation difficulties traceable to erroneous design information provided to
the vendor from the licensee

. Loss of the Instrument & Control (1&C) Supervisor responsible for
implementation midway through the installation process

. Numerous noise problems encountered in wide range NI channels after
instaliation

. Al least two cases in which the new design provided improper output to the
RPS

. A large volume of change paperwork written against the installation package
(32 CRNs), a large number of scope changes to the installation work order
(20), and a large number of deviations against the pre-operational test
procedure (46).

The inspector reviewed the CRNs generated against the subject PC/M and found the
following:
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The CRNs addressed problems in the areas of structural/installiation, vendor
recommendations for performance enhancement, correction of vendor
document errors, design errors, and field winng difficulties.

A large number of the CRNs addressed themselives to the instaliation of the
wide range detectors and noise problems associated with system startup.

A number of the CRNs clearly indicated inaccuracies in the new design, to
include:

Incorrect statements conceming the sizes of cables already instalied in the
plant which were to be employed with the new design

Failures to change the ranges of control panel meters and stnip chart recorders
to accommodate the new range of the wide range detectors

A failure to treat the RCS Low Flow tnip within the modification package, which
resulted in a constant tnp signal from the RPS after installation

The inspector also reviewed 13 Condition Reports (CRs) associated with the
installation of this modification. As in the case of the CRNs, the CRs covered a broad
area and addressed both wide range and linear range instailation issues The ;
inspector identified two CRs of particular note:

CR 96-1358, written on June 11 by QA reported u possible loss of design
control in the installation. The CR reponted that multiple problems had been
encountered during the installation of the modification, including the loss of key
personnel, a work package which had become “voluminous and unwieldy” with
"13 work package scope changes...approx 40 'deviations’ to the Pre-Op
procedure, and aiso numerous changes to the Vendor Tech manual
specifications.” The CR Condition Descnption concluded that “.. with s0 many
changes to the Tech Manual and Pre-Op procedure and aiso the lack of
personnel that are expenenced in this particular modification, the possibility
¢xists that the Design Control process could fail.” The resolution to this CR,
prepared by I1&C and Engineenng, concluded that a loss of design control had
not occurred, as a review of all associated paperwork indicated that
2ppropnate reviews had been performed and approvals for actions taken had
been oblained correctly.

CR 96-1818, wntten on July 23 by I1&C, questioned the operability status of NI

detectors 6 (RPS channel B) and 9, given their installation during the outage

and the need to have the reactor at power to calibrate them. The resolution to

the CR stated that the detectors were operabie, but stated that a check for ASI

:q:gomem would be performed at 13% power to compare RPS channel B with
,C,and D.
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While indications of poor quality existed dunng the instaliation of the subject PC/M,
the inspector concluded that the licensee could not reasonably been expected to
perform a complete re-review of the design package as a result of those indications.

The inspector noted that the licensee's root cause evaluation identified that several
opportunities existed for identification of the miswired conditions dunng power
ascension testing. On July 25, with the reactor below 5%, operators noted channe! B
to be indicating more bottom-peaked than the other channeis. This was explaired by
reactor engineerng as expected behavior and the B channel was calib.ated (forced to
aqmwith'mcomm.whichmunodmed\lnmlindiatingsm'laﬂytomnMA.
C, and D. Later the same day, with the reactor at 5.5% and Control Element
Assemblies (CEAs) being withdrawn from 90 to 103 inches, ASI on channels A, C,
and D were noted to trend toward the top of the core; however, channel B indicated
AS| moving toward the bottom of th> core. Operators questioned the indication and
were told that B channel, being a new detector, would require calibration at a higher
power level

On July 28, while increasing power from 70% to 88%, operators again questioned a
mismatch between channeis B and A and channels C and D. RE responded that ASi
was within TS limits and that a shape annealing factor (SAF) test was being
performed on channel B, as the detector was new, to bnng it into agreement with the
balance of the channels. The disagreement was again identified on July 30 by
operators. That same day, RE identified the miswinng while analyzing SAF data.

The inspector conciuded that there existed an opportunity to identify the miswired
channels during power ascension testing. Operators were successful in identifying
anomalous behavior days before the uitimate identification of the condition. While the
licensee's root cause evaluation concludec that “[prior] to significant power levels it is
difficult to detect the discrepancies in RPS ASI trends..." operational expenence in this
case indicated that the trend could have been (and was, although not in an integrated
fashion) identified at relatively low power levels.

The inspector further conciuded that a failure to resolve the first indications or channe!
disagreement in a formal, technically defensible way (i.e. testing performed specifically
with the goal of establishing a basis for the channekto-channe! differences) delayed
the identification.

n f ineenn

As a result of this inspection two violations were identified for the engineenng area.
One violation had two examples of problems with the licensee's design control
process. One example involved the failure to venfy independently Controlied Winng
Diagrams which were in error and resulted in winng the NI drawers backwards.
Another example resulied in the core midplane offset not I ing identified as a design
input to BEACON, the computer program used for real time flux profile monitonng.
The second violation involved the failure to validate and venfy a new computer
program before placing it in use.
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Conduct of Meintenance

Replacement of No. 6 Nuclear instrumentation Detector
Ingpection Scope
mmmmmmmmmmammmmmm.emm

channe! B of the Linear Range Detector. The maintenance activity allowed reversal of
the field cables.

o . Find

All four of the RPS Linear Range Detectors had the connectors reversed as previously
discussed but the B channel unlike the other three channels was giving the correct
data. At the same time that the drawers were being replaced on Unit 1, the detector
for channel B (detector ¢ 6) was being replaced as 2 maintenance activity. During
connection of the field cables, the connections were reversed for the upper and lower
detection chambers, thereby causing the B channel to record property.

The root cause for the swap of the cables was that the new detector had different
labeling than the existing cables. The existing cables were labeled TOP SIG and BOT
SIG, and the new detector had A and B. The inspectors discussed this maintenance
job with the 1&C supervision who had responsibility for the latter part of this
maintenance project. Several opportunities were presented to the maintenance
personnel, one when the detectors were checkad out in the warehouse and a second
time when this condition was noted in the field.

Maintenance personne! should have resolved the labeling problem by wrting a
Condition Report (CR) and having a formal resolution. Technical Specification 6.8,
Procedures and Programs, paragraph 6.8.1, requires in par that wrtten procedures
recommended in Appendix A o1 Regulatory Guide 1.33 revision 2, February 1978,
shall be estabiished and implemented. Administrative Procedure No. 0006130,
Condition Reports, Revision 4, dated March 22, 1996, Par. 8.1.1.A states in par that
"Any individual who becomes aware of a problem or discrepant condition ... shouid
initiate a CR. If doubt exists. a CR form should be initiated”. This failure to comply
with the requirements of the administrative procedure is identified as an apparent
violation (EE| 50-335/86-22-03, "Failure to Initiate a Condition Report for Labeling on

Safety Related Detectors in Accordance With Technical Specification Sec. 6.8," EA-
457).

Conclusions on the Conduct of Maintenance

The I1&C maintenance personnel reversed the field cables for the no. 6 channel! B
detector. The cables were labeled differently than the existing ones and the
maintenance personnel had two occasions to question this condition by initiating a
Condition Report. An apparent violation for failure to conform to administrative
procedure for writing a CR was identified.
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V. MANAGEMENT MELTINGS AND OTHER AREAS
UESAR Review
The inspectors reviewed the Unit 1 UFSAR for the areas covered in this report. The
inspectors found that a past modification to the NI circuitry disabled the rod
dropfturbine runback feature at St. Lucie Unit 1. The FSAR was never updated to .
reflect this change. PC\M 008-195, Revision 0, paragraph 7.1.8 F, acknowledged this
deletion of function, but did not rectify the FSAR discrepancy in the section that
updated the FSAR. This is another instance of weakness in the Engineering Review

process, and will be included in Unresolved item 50-335,388/96-04-08, "Failure to
Update UFSAR" .

The inspectors presented the inspection results to members of licensee management
at the conclusion of the inspection on October 18, 1996, and durning a telephone
conversation on November 25 1996 The licensee acknowiedged the findings
presented. Dissenting comments were not received from the licensee.

The licensee did not identify any matenals used dunng the inspection as proprietary
information

| TOF P
Licensee
D Lowens, Acting Site Quality Manager
D. Denver, Site Engineering Manager
J. Scarvia, St. Lucie Plant General Manager

J. Stall, Site Vice President
E. Weinkam, Licensing Manager

Other licensee employees contacted included cperations, engineenng, maintenance,
and corporate personnel.

INSPECTION PROCEDURES USED
IP 37550: Engineenng

P N |
Opened
50-335/85-22-01 EEi  Failure to Control the Design Process According
to the Requirements of 10 CFR 50, Appendix B,
Cntenon [l
50-335/96-22-02 EE! Failure to Foliow Procedure for Placing the

BEACON System in Service.
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50-335/06-22-03 EE| Failure to Initiste a Condition Report for Labeling
on Safety Relatea Detectors.

Closed

50-335/96-11-06 URI "Unit 1 NI Wiring Errors”

Discussed

50-335,389/96-04-08 URI  "Failure to Update UFSAR"

ATTN
CFR
CR
CRN

EE!
FPL
1&C
IR
LPD
NI
NIS
No.
NRC
NUREG
PC/M
PDR

Ql

RE

RO
RPS
TM/LP
TS

uIC
USNRC
V&v

LIST OF ACRONYMS USED

Attention
Code of Federal Regu.ations
Cpndmon Report

Enforcement Action

Escalated Enforcement ltem

The "londa Power & Light Company
ins:rumentation and Controls

[NRC] Inspzction Report

Lnear Power Density

Nuclea: Instrumentation

Nuciear instrumentation System
Number

Nuclear Regulatory Commission
Nuclear Regulatory (NRC Headquarters Publication)
Plant Change/Modification

NRC Public Document Room
Quality Assurance

Quality Instruction

Reactor Engineenng

Reactor Operators

Reactor Protection System

Thermal Margin/Low Pressure
Technical Specification
Uncompensated lon Chamber
United States Nuclear Regulatory Commission
Validation and Venfication
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EXPECTED ATTENDEES

Florids § gt ¢

Art Stall, Vice President St. Lucie

J. Scarola, Plant General Manager

Tom Plunkett. President Nuclear Division
D. Fadden, Services Manager

Ed Weinkam. Licensing Manager

NRC

Stewart Ebneter. ional Administrator. Region II (RII)

Luis Reyes. Deputy ional Administrator. RII

Albert Gibson. Director, Division of Reactor Safety (DRS), RII

Jon Johnsor Acting Director, Division of Reactor Projects (DRP), RIl

Bm(:rgcl;cgrychl[lhrector, Enforcement and Investigation Coordination Staff
:

Charles Casto. Chief, Engineering Branch (EB). DRS. RII

Carolyn Evans, ional Counsel, RII

Ken Barr, Chief, Plant Support Branch (PSB). DRS, RII

Paul Fredrickson. Special Inspection Branch (SIB). DRS, RII

Mark Miller, Senior Resident Inspector., St. Lucie

Fred Hebdon. Project Director. PD [I-3

Len Wiens, Project Manager. PD 11-3
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CLOSING REMARKS
(S. Ebneter)

In closing this predecisional enforcement conference. 1 remind the Licensee of

two things

First, the apparent violations discussed at this closed predecisional

enforcement conference are subject to further review and may be subject to

change prior to any resulting enforcement action

Second the statements of views or expressions of opinion made Dy NRC
emplovees at this predecisional enforcement conference. or the lack thereof,

are not intended to represent final agency determinations or beliefs




ENFORCEMENT ACTION
WORKSHEET

GREAKDOWN IN MANAGEMENT CONTROL OF THE
ST. LUCIE EMERGENCY PREPAREDNESS PROGRAM

PREPARED BY: James L. Kreh DATE: November 7, 1996
This Notice has been reviewed by the Branch Chief or Division Director and each

violation includes the appropriate level of specificity as to how and when the
requirement was violated.

ure

Facility: St. Lucie Plant

Units: 1 &2

Docket Nos.: 50-335, 50-389

License Nos.: DPR-67, NPF-16

Inspection Report No.: 96-18

Inspection Dates: October 7-18 and October 28-November 1, 1996
Lead Inspector: J. L. Kreh

1. Brief Summary of Inspection Findings:
Viplation A

On the evening of October 3, 1996, the licensee conducted a test of its
automated system known as the FPL Emergency Recall System (informally
called "autodialer") for notifying the emergency response organization
(ERO) in the event of an off-hour emergency requiring augmentation of the
on-shift crew for staffing and activation of emergency response facilities
(viz., Technical Support Center [TSC], Operational Support Center [0SC],
and Emergency Operations Facility [EOF]). The autodialer did not operate.
and no ndividuals received notifications during the test. A failure
assessment by the licensee disclosed that the autodialer had been in an
inoperable configuration for a period which apparently began on July 22,
1996. In addition. the inspection 1dentified the licensee's failure to
adequately maintain the manual backup system (a "call tree") for ERO call-
out over an indeterminate period (at least the last several years). These
concurrent deficiencies represent a failure (during the period July 22-
October 3, 1996 at minimum) to maintain the capability to execute the
provisions of the REP and 1ts implementing procedures in a timely manner

with respect to mobilization of the ERO during off-hours.

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, OF
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WORKSHEET

Violation B
The Ticensee's trainin% program for ERO personnel has not been adequately
implemented since at least 1994. This violation includes failure to
provide opportunities for most personnel to participate in exercises
and/or drills, failure to provide annual retraining to certain designated
rsonnel in 1994 and 1998. failure to provide any training for certain
RO positions with respect to selected implementing procedures. and
failure to remove individuals from the ERO roster when their respirator
qua’ i fications had lapsed.

Analysis of Root Cause:

The root cause of both violations is failure of licensee management to
(a) provide an appropriate level of overs1ght of the emergency
pre?aredness program as required by tne REP, and (b) ensure the
implementation of timely and effective corrective aclions for ‘dentified
findings and deficiencies in emergency preparedness.

Basis for Severity Level (Safety Significance):

Section C.3 of Supplement VIII presents as an example, "Violations
involving ... a breakdown in the control of licensed activities involving
a number of violations that are related ... that collectively represent a
potentially significant lack of attention or carelessness toward licensed
responsibilities.”

Section IV.A of the Enforcement Policy states that "a group of Severity
Level IV violations may be evaluated in the aggregate and assigned a
single, increased severity level, thereby resuiting in a Severity
Level I1] problem, if the violations have the same underlying cause or

programmatic deficiencies, or the violations contributed to or were
unavoidable consequences of the underlying problem.”

Identify A1l Previous Escalated Actions Within 2 Years or 2 Inspections
» 95-180: PORVs Inoperable Due To Personnel Error; SL III

» 96-040: Dilution Event; SL 111

» 96-249: Multiple Examples of Inadequate 50.59 Reviews: SL [II
Identification Credit? Yes

Viplation A

Date licensee was aware of issues requiring cc. rective action:
Qg;g%ggrj*_lggﬁ. This identification credit/date applies only to the
autodialer 1noperability portion of the violation. The problem with the
manual call-out system was NRC/CI-identified.

PREDECISIONAL CNFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR. Of
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Explain application of identified credit, who and how identified and
consideration of missed opportunities:

The inoperability of the autodialer was identified by the licensee on
10/3/96, but could have been identified much earlier if periodic
functional tests (e.g., weekly) had been performed. With appropriate
administrative controls in place (as had been recommended by an EP
Coordinator as early as April 1996), autodialer inoperability would have
almost certainly have been precluded. An autodialer problem (limited in
sco?e--not a complete system failure) also occurred during the NRC-
evaluated June 1993 exercise, but corrective action for that problem was
clearly not sufficiently comprehensive.

Viglation B

Date when the licensee was aware of issues reguiring corrective action:
January 1996.

Explain application of identification credit, who and how identified and
consideration of missed opportunities:

Many of the identified failures in the licensees training program were
self-identified in a self-assessment that was performed in January 1996.
However, some of the identified failures were not self-identified, but
should have been through existing licensee program controls.

6. Corrective Action Credit? No
Viglation A
Administrative controls have been implemented for the autodialer under
Protective Services Department Guideline No. PSG-015., "Maintenance and
Testing of the Emergency Recall System", Revision 0. dated 10/29/96. For
the manual call-out system, individuals required to maintain a copy of the

procedure were added to the controlled distribution 1ist, and a drill was
conducted on October 10, 1996 with reasonably successful results.

Application of corrective action credit: (1) No credit for autodialer
155ue because 1dentified by licensee EP Coordinator in early 1996 and no
action taken; (2) Credit for correction of manual call-out problem after
identification to licensee on 10/7/96.

Viplation B

The licensee has 1initiated action items to evaluate and determine
corrective actions for self-identified 1ssues. The Ticensee 1s currently
compieting a mass training effort for all emergency response organization
positions necessitated by recent changes in responsibilities from
Corporate staff assignments to Plant staff assignments.

Application of corrective action credit: No credit because the licensee
has not yet fully determined or implemented programmatic changes to
resolve identified issues.

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, O
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Candidate For Discretion? No

Licensee's performance in emergency preparedness 1S now recognized to have
been particularly poor during the past several years.

8. Is A Predecisional Enforcement Conference Necessary? Yes

Why? To determine whether the subject violations represent a programmatic
breakdoun 1n emergency preparedness.

If yes, should OE or OGC attend? Yes
Should conference be closed? No

9. Non-Routine Issues/Additional Information:
QTHER FINDINGS FROM THE OCTOBER 1996 EP PROGRAM INSPECTION
ot
Failure to establish an Emergency Plan Implementing Procedure (EPIP),

to have an adequate EPIP, with appropriate implementing details to address
certain aspects of the Radiological Emergency Plan as follows:

a.

the transfer of 0SC functions to an alternate location in the event
that evacuation of the primary OSC is required (EPIP-3100032E. "On-

site Support Centers", contains no implementing details for the
statement in Rad1o1og1ca1 Emergency Plan Section 2.4.4 that "In the
event that the 0SC becomes untenable the Emergency Coordinator will
designate an alternete location.") {inadequate procedure}, and

recovery activities upon reaching & stable g]ant condition following
an emergency (Radiological Emergency Plan Section 5.4) ({no
procedure } .

Emergency Preparedness Program Weaknesses

Inadequate program of drills to ensure availability of sufficient
ERO personnel and timeliness of ERF staffing

Management failure to ensure the implementation of timely corrective
actions for certain emergency preparedness deficiencies and
weaknesses. Examples are:

a. failure to address concerns regarding the audibility of the
Gaitronics (or plant public-address system) formally
identified in late 1994 and still being tracked as an open
item by the licensee's corrective action system,

b. failure to provide adequate corrective action to address a

suest1onab1e capability for notification of the State of

lorida within 15 minutes of an emergency declaration
(1dentified by an NRC inspection in February 1995), and

PREDECTSIONAL armam INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR, O
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C. failure to 1implement timely corrective actions for
deficiencies and recommendations 1dentified by the critique of
the Hurricane Erin respense in August 1995 -(examples of
issues: 1dentify hurricane-safe structures onsite and a plan
for positioning ﬁ:ersonnel in those structures: designate an
onsite individual to monitor the hurricane path; establish
consistent staffing policies)

10.  This Action is Consistent With the Following Action (or Enforcement
Guidance) Previously Issued:

Supplement VIII, Section C.3

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR. OF
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1.

12.

13.
14,

Regulatory Message:

Management must provide stron3 and consistent oversight and support for
emergency preparedness activities in order to ensure a viable emergency
response capability at all times.

Recommended Enforcement Action:

Two SL IV violations evaluated in the aggregate as a SL III problem
Shoula This Action Be Sent to OE For Full Review? No

Exempt from Timeliness: No
Basis for Exemption: N/A

Enforcement Coordinator:

DATE ;

PREDEC] SIONAL ENFURCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE ¥/0 APPROVAL OF DIRECTOR OF
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ORAFT _NOTICE OF VIOLATION -

St. Lucie Plant
Inspection Report Nos. 50-335, 50-389/96-18

A 10 CFR 50.54(q) requires that nuclear power plant licensees follow and
maintain in effect emergency p'ans which meet the p?annin% standards of
10 CFR 50.47(b) and the requirements in Appendix E to 10 CFR Part 50.

Section 2.4 of the 1licensee's Radiological Emergency Plan (REP),
Revision 31, states that activation of the Technical Support Center (TSC)
and the ratioral Support Center (0SC) will be 1initiated by the
Emergency Coordinator in the event of an Alert, Site Area Emergency. or
General Emergency. and that arrangements have been made to staff the TSC
and OSC in a timely manner. Also specified is that activation of the
Emergency rations Facility (EOF) is required for a Site Area Emergency
or General Emergency, and that arrangements have been made to activate the
EOF in a timely manner.

[he REP requirements delineated above are implemented by procedure EPIP-
3100023E, "On-Site Emergency Organization and Call Directory",
Revision 72. The instruction in Section 8.2 of that procedure states
that, upon the declaration of an emergency classification, “"the Duty Call
Supervisor will initiate staff augmentation” using the "Emergency Recall
System or Appendix A, Duty Call Supervisor Call Directory to notify
persons..."

Contrary to the apove. from approximately July 22 to October 3, 1996,
arrangements were not available to staff or activate the TSC, 0SC, or EOF
in @ timely manner because the licensee did not have the capability to
implement either the primary method (using the Emergency Recall System) or
the backup method (using the Duty Call Supervisor Call Directory) for
notifying its gersonnel to report, to the plant during off-hours to staff
and activate the TSC, 0SC. and EOF.

B. 10 CFR 50.54(q) requires that nuclear power plant licensees follow and
maintain in effect emergency plans which meet the planning standards of
10) CFR 50.47(b) and the requirements in Appendix E to 10 CFR Part 50.

REP Section 7.2.2. "Training of On-Site Emergency Response Organization
Personnel”, states, "The training program for members of the on-site
emergency response organization will include practical drills as
appropriate and participation in exercises, in which each individual
demonstrates an ability to perform assigned emergency functions.” The
licensee’'s Plan further states. "For employsees with specific assignments
or authorities as members of emergency teams, initial training and annual
retraining programs will be provided. Training must be current to be
mainta.ned on the site Emergency Team Roster. ”

mtrary to the above, the licensee failed to provide a prograr ich

ncluded én opportunity for each individual assigned to the 1 -site
$m?§gency response organization to participate in a drill or ex: (1se, as
ollows:

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE W/0 APPROVAL OF DIRECTOR. OF
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i In 1994, the licensee failed to provide training for 17 positions
(approximately 92 individuals) identified as part of the on-site
response organization. In 1995, the licensee failed .o provide
training for 8 positions (approximately 54 individuals, identified
as part of the on-site response organization.

2. The licensee s training program failed to include initial, periodic
retraining, or informition on revisions with respect to certain
procedures required to be implemented by several identified
positions. These procedures included EPIP 3100026E, Criteria for
Conduct of Evacuation; EPIP 3100027E. Re-entry; and EPIP 3100035E.
Offsite Radiological Monitoring.

3. For the calendar year 1995, the licensee failed to remove from the
emergency response organization 4 individuals who had not completed
retraining as required, and their training qualifications had expire
in 1994. The licensee failed to remove 6 individuals from the
emergency response organization effective October 6, 1996, who had
not remained qualified to fill response team requirements as a
result of allowing their respirator qualifications to lapse.

PREDECISIONAL ENFORCEMENT INFORMATION - NOT FOR PUBLIC
RELEASE

W/0 APPROVAL OF DIRECTOR, OE




